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GEE-THAYSEN DISEASE 


(IDIOPATHIC STEATORRHOFA OF ADULTS AND ADOLESCENTS IN NON-TROPICAL COUNTRIES) 


JOHN O’PSULLIVAN, M.B., B.Ch.N.U.1. 


Late House-physician, Mater Misericordiae Hospital, Dublin ; House-physician, War Memorial Hospital. Scunthorpe 


WITH A NOTE AND A POSTSCRIPTUM 


HENRY MOORE, M.D., D.Sc., F.R.C.P.1., F.R.C.P.Lond. 


Professor of Medicine, University College, Dublin; Physician, Mater Misericordiae Hospital, Dublin 


This disease, of which two cases are recorded here, has 
received considerable attention during the past decade. 
Coeliac disease was first described by Samuel Gee (1888) 
of London, and the condition as it occurs in adults and 
adolescents of non-tropical countries was first extensively 
studied by Thaysen (1929, 1932); hence the reason for 
the nomenclature, Gee-Thaysen disease, a name _ first 
suggested by Moore, O'Farrell, Geraghty, Hayden, and 
Moriarty (1936) and later supported by Mogensen (1937). 

These two cases came under the care of Prof. Henry 
Moore in the Mater Misericordiae Hospital, Dublin, since 
the publication of the ten cases described by him and his 
co-workers in the paper mentioned above. Each has been 
fully investigated on the basis of the criteria then advanced. 
The recent work of Kantor (1939) has added what may 
prove another important diagnostic feature—i.e., roentgen- 
ological changes in the small intestine. These are (a) 
obliteration of the usual markings of the valvulae conni- 
ventes —the “ moulage ~~ sign: and (4) dilatation of the 
small intestine and segmentation of the contained barium 
into “clumps.” In neither of our cases can it be said 
that Kantor’s findings were discovered. In the previous 
series of cases from this hospital (Moore and others, 1936) 
three had duodenal abnormalities, and one of these 
(Case 4) showed * duodenal and jejunal delay with marked 
diminution of the typical markings of these bowel 
segments.” 

Treatment in both of our cases proved very gratifying. 
In this connexion the experiments of Barker and Rhoads 
(1937) are of interest. These authors concluded that in 
tropical sprue the parenteral administration of liver extract 
exerts some specific effect upon the absorptive power of 
the small intestine. Blood-fat determinations in’ sprue 
patients before and after liver therapy, with normal 
subjects as controls, support their conclusions. Snell (1939) 
reports that the appearance of the small intestine, as shown 
by roentgenological observation, was restored to practically 
normal by the parenteral administration of liver extract. 
In our second case satisfactory clinical response may have 
been to some extent influenced by the liver extract 
therapy, but this is doubtful. 


Case I 

An unmarried man aged 28 was admitted to hospital on 
November 7. 1938. The family history was negative. His 
own history was uneventful up to the age of 18. when he 
was treated for “ glands in the neck.” which disappeared. His 
present trouble began some months before admission with 
Joss of appetite. lack of energy, and loss of weight, which he 
estimated at a stone and a half: at that time also he began 
to suffer from diarrhoea. 

Physical Examination. His weight was 935 Ib. and height 
634 in. He was thin and pale, the tongue was too red and too 
clean, and papillae were scanty. Beard and moustache were 
absent. Examination of the lungs revealed some scattered 
rhonchi in both. The abdomen was slightly. distended, while 
the descending colon was palpable and tender. The testicles 
were small: the pubic and axillary hair was scanty, and 
the former was feminine in distribution. Chvostek’s and 
Trousseau’s signs were negative and the clinical physical 
examination was otherwise normal. 

Laboratory Investigations.-Blood chemistry (in mg. per 106 
c.cm.): Serum calcium, 8.9: inorganic phosphorus, 3.1: urea, 
42: cholesterol, 115. A blood examination showed 3.860.000 
erythrocytes and 4,100 leucocytes per c.mm.. with a normal 
differential leucocyte count: haemoglobin. 60°: and colour 
index 0.77. A blood smear revealed slight anisocytosis and 
poikilocytosis. A fractional test meal disclosed a very low 
curve of free HCI, the maximum being 16 units. The basal 
metabolic rate was -24".,.. The peroral glucose-tolerance test 
(ingestion of 50 grammes of glucose) gave the following results: 


Time Blood Sugar 
Fasting .. xe Se 76 mg. per 100 ¢.cm. 
In 2 hours me 

In 3 hours 61 


The curve was “depressed.” the greatest increase of blood- 
sugar value being 9 mg. per 100 c.cm. (normal increase, 40 
mg.). The faeces were light. clay-coloured, foul-smelling. 
and porridge-like. Microscopical examination did not reveal 
starch, undigested muscle fibres. or neutral fat: there was an 
excess of soaps, fatty acids. and other fat combinations, but 
no pus, blood, or mucus. On ordinary ward diet the weight 
of the stools averaged 40 0z. a day over a period of one week 
after admission. Chemical analysis of the twenty-four-hour 
stool (under ward dietary conditions) gave 46.23%, total 
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lipoids, with normal fat splitting and a nitrogen output in.the 
faeces of 8.34 grammes; the nitrogen figure, however, fell to 
a more normal one while the patient was under treatment. 
The results of the twenty-four-hour chemical stool analysis 
are summarized in the accompanying table, along with those 
of Case II.) 


Table showing Chemical Analyses of 24 Hours’ Faeces 


% 
a na 
og 2 2 = c “3 
em. | % % % % | gm. em. em. gm. 
if 18/11/38]1,140 |14.33 |46.23 10.85 |29.54 | 5.84 |75.47 |17.64] 8.34]) Full 
17/1/39] 653] 9.02 |58.53 | 9.72 |21.35 |27.47 |34.48 | 5.70] 3.02 | fdiet, 77 
29/9/39] 436 |19.15 |54.01 [21.68 |13.23 |19.10 |45.12 |18.00 4.30}. Full 
3/11/39] 203 {16.47 |20.18 | 6.26 |12.02] 1.90] 7.06] 2.05] 1.96 | fdiet, 69 


Roentgenological Examination.—No evidence of pulmonary 
disease was observed. There was a rapid passage of barium 
meal through the small intestine, and very marked redundancy 
of the large bowel with associated stasis and dilat&tion of the 
lumen due to intestinal gas. The epiphyses of the lower ends 
of the ulnae were not united to the shafts, while those of the 
lower ends of the radii, tibiae, and femora, and the upper 
ends of the tibiae were but partially united. A moderate 
degree of bony subcalcification was shown by controlled radio- 
graphy of the hand. Barium enema examination emphasized 
the marked redundancy and dilatation of the colon; owing 
to the large amount of enema required to fill the entire colon 
it was considered inadvisable to fill the large bowel com- 
pletely. 

Examination of the eyes revealed normal refraction, and 
slit-lamp examination showed no abnormality of the lenses. 

Treatment.—The patient was put on a low-fat diet consist- 
ing approximately of carbohydrate 218 grammes, protein 88 
grammes, and fat 77 grammes per twenty-four hours. He was 
given 25 minims of dilute HCI with a little pepsin thrice daily 
by mouth after meals, and daily in addition, orally, 9 grains 
of ferrous sulphate, 40 grammes of calcium gluconate, 25 mg. 
of calciferol, and a vitamin preparation which furnished a 
daily intake of 18,600 international units of vitamin A, 150 
international units of vitamin B,, 30 Sherman units of vitamin 
B., 600 international units of vitamin C, and 2,700 inter- 
national units of vitamin D. Under this treatment the bulk 
of the faeces was reduced considerably: over a period of two 
weeks before discharge they averaged about 22 oz. a day. 
Diarrhoea was completely relieved and steatorrhoea was 
reduced from 75.47 to 34.48 grammes of total lipoid per 
twenty-four hours (see table). Nine weeks after admission 
the blood count showed: erythrocytes, 3,800,000 per c.mm., 
haemoglobin 70%, and colour index 0.92. The patient left 
hospital.on the above treatment on January 25, 1939. 

Re-examination on July 20, 1939, after approximately six 
months of this treatment at home, showed a gain in weight of 
304 lb. and an increase in height of almost one inch (24 cm.); 
the axillary and pubic hair was more plentiful, but the latter 
was still feminine in distribution. The patient had had no 
diarrhoea since his stay in hospital and he stated that he felt, 
and he certainly looked, extremely well. There was apparently 
no anaemia (no blood count was done). He was seen again 
in May, 1940. For the previous twelve months or so his only 
treatment was a low-fat diet. His weight was approximately 
10 stone, and he reported that he felt well, was able to do a 
full day’s manual labour on a farm, and had no diarrhoea, 
the stools being well formed and normally coloured. The 
pubic and axillary hair had increased, and he stated that 
libido was present. A test meal was normal and the blood 
count showed 4,210,000 erythrocytes and 101% of haemo- 
globin. He certainly looked in very good health. 


Summary.—A man aged 28 suffering from diarrhoea, 
lack of energy, loss of appetite, loss of weight. Exam- 
ination showed a mild hypochromic anaemia, moderate 
bony subcalcification, ununited epiphyses, infantilism, and 
steatorrhoea. Treatment with a low-fat diet, iron, and 


vitamins produced striking improvement clinically, a gain 
in weight of more than 3 stone, and an increase in height 
of 2} cm. 
Comments on Case I 

1. The diagnosis of Gee-Thaysen disease might seem to 
be in doubt because of the high faecal nitrogen (8.34 
grammes). This would suggest pancreatogenous steator- 
rhoea: Thaysen (1932) considered that a faecal nitrogen 
which much exceeds 3 grammes daily indicates this latter 
condition. The faecal nitrogen estimation in the present 
case was reported on four occasions during the next fort- 
night, with the following results: 3.58, 4.19, 4.68, and 
3.65 grammes. These figures are considerably lower than 
the first analysis, although still somewhat above Thaysen’s 
figure ; but when considered with the “flat” type of 
blood-sugar curve, the absence of muscle fibres in the 
stools, and the clinical course of the case, the diagnosis of 
pancreatogenous steatorrhoea may be discarded. 

2. After reduction of the fat intake the percentage of 


lipoid in the faeces did not become reduced ; indeed, it. 


increased from 46.23% of the total dry matter to 58.53%. 
Nevertheless, although the percentage of total lipoid did 
not fall on treatment, the amount of lipoids in the stools 
by weight fell from 75.47 to 34.48 grammes, and of neutral 
fat from 17.64 to 5.7 grammes—a drop of 55% and 70% 
respectively. The effect of curtailment of fat on the faecal 
lipoid output was considered by Moore and his co-workers 
(1936) in the previous series of cases studied in_ this 
hospital ; it was concluded that usually the percentage of 
lipoid in the faeces varied directly with the fat intake. 
Nevertheless inconsistent results were obtained (Cases 6 
and 10) in which the percentage output was greater after 
the restrictions in the diet. Bennett, Hunter, and Vaughan 
(1932) made a special investigation of this point on one 
patient (Case 1); they found that the percentage faecal 
output was reduced with a low-fat diet although even 
then on the average the fat comprised more than 25% of 
the dried faeces. Clinically in the present case the fat- 
poor diet controlled the diarrhoea, although it cannot be 
exactly stated to what extent fat absorption was influenced 
by the treatment. 


3. At 28 years the patient increased in height by almost 
one inch (2} cm.). Epiphyses were ununited before 
treatment began. Two cases in the series reported 
by Moore et al. (1936) (Cases 4 and 7, aged 223 and 19 
years) also increased in height while under treatment. 
Thaysen suggested that hypovitaminosis of the fat-soluble 
vitamin A is an important factor in causing the infantilism 
of this disease. Mogensen (1937) investigated one patient 
for vitamin A deficiency according to the method of 
Edmund and Clemmesen (1936), and he concluded that 
there was probably a deficiency even though there were no 
clinical signs. He suggested, therefore, that therapy should 
include regular administration of vitamin A. In patients 
with ununited epiphyses this ought to be particularly 
valuable. In the present case 18,600 international units of 
vitamin A were given daily. 


Case Il 


A male aged 19 was admitted to hospital on September 21, 
1939, with the complaint that he had not increased in weight 
during the previous two years despite an inordinate appetite. 
For four years he had been treated for anaemia with liver 
orally and later on with liver extract. He was listless, easily 
fatigued, and disinclined for any considerable exertion. He 
stated that for as long as he could remember he had had 
diarrhoea (three to four motions a day), with the exception of 
an interval of three years at a boarding-school when appar- 
ently he was unwittingly being treated by a low-fat diet. With 
the exception of bronchopneumonia at the age of 2 years 
there had been no other serious iets and the family history 
was not significant. 
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Physical Examination.—The patient was emaciated and 
markedly underdeveloped. His height was 64} in. and weight 
gj4 |b. Anaemia was pronounced and there was a brownish 
pigmentation over the malar regions; beard and moustache 
were absent. The abdomen was distended and tympanitic, the 
testicles were small, the pubic hair was scanty and feminine 
jn distribution, and the axillary hair was also scanty. The 
papillae on the tongue were small and few, the tongue itself 
was too red and too clear, and the mucous membrane was 
atrophic. As regards bony structure, he was lightly built, 
genu valgum was. present, and the lower therax was unduly 
expanded, so that the subcostal angle was practically 160 
degrees. Blood pressure was 110/52. Auscultation of the 
heart revealed blowing systolic murmurs at apex and base. 
Intellectually the patient was alert and had reached an 
honours standard in the school exaininations. The clinical 
physical examination was otherwise normal. 


Laboratory Investigations.—Biood chemistry (in mg. per 
100 c.cm.): urea 30, serum calcium 8.8, inorganic phosphorus 
3, blood cholesterol 140. Biood count: erythrocytes 2,190,000 
per c.mm.; haemoglobin 30°, ; colour index 0.68. Aniso- 
cytosis and poikilocytosis were pronounced and there were a 
number of macrocytes. A fractional test meal showed almost 
complete achlorhydria—3 units of free HCl were present in 
only one specimen. The basal metabolic rate was — 17%. 
The peroral glucose-tolerance test (ingestion of 50 grammes of 
glucose) showed : 


Time Blood Sugar 
Fasting 71 mg. per 100 ¢c.cm. 

86 
” ” ee oe ee ” ” ” 
3 ” ” ee ee 77 9° ” 


The curve was “depressed” in type. The faeces were pale, 
soft, rather foul-smelling. Microscopical examination showed 
excess of fatty acids, soaps, and other fat combinations, but 
no further abnormalities. The weight of the twenty-four-hour 
stool over several days averaged about 8 oz. Chemical 
examination of the twenty-four-hour specimen showed 54.01‘. 
total lipoids—21.68°, neutral fat and 32.33°, of total split 
lipoids. The total faecal lipoid output was 45.12 grammes per 
twenty-four hours—nearly four times the average normal out- 
put. Faecal nitrogen amounted to 4.30 grammes. The details 
of these analyses are compared in the table with the result 
of a similar analysis performed when the patient had becn 
on a low-fat diet for five weeks. 


Roentgenological examination showed no evidence of pul- 
monary disease, and there was some bony subcalcification with 
all the epiphysial lines unusually open for a subject of 19 
years. A radiograph of the gastro-intestinal tract showed 
gastro-intestinal hypermotility and redundancy of the distal 
colon. Slit-lamp examination disclosed no abnormality in the 
lenses, 


Treatment.—The patient was put on a diet of approximately 
339 grammes carbohydrate, 95 grammes protein, and 69 
grammes fat. His appetite was enormous, and even on this 
regime, with a caloric value of approximately 2.300, he com- 
plained of hunger. Accordingly he was allowed bread ad 
lib, which enabled him to satisfy his appetite without appreci- 
ably raising his fat intake. In addition he was given 30 
Minims of dilute HCI three times daily after meals, 9 grains 
of ferrous sulphate daily, and a vitamin preparation which 
supplied daily 18,600 international units of vitamin A, 150 
international units of vitamin B,, 30 Sherman units of vitamin 
B., 600 international units of vitamin C, and 2,700 inter- 
National units of vitamin D. The patient was also given four 
courses of liver extract intramuscularly, each course consist- 
ing of 2 c.cm. daily for three days ; this, however, was probably 
unnecessary. 

Symptomatic improvement was rapid on this treatment. 
The number of daily motions was reduced from three during 
the first week to one thereafter, and the faeces became formed 
and much less objectionable in smell, but there was no sig- 
Nificant alteration in their weight. Great improvement was 
shown after treatment (see table). The basal metabolic rate 
changed from — 17°, on September 30 to + 3°, on Novem- 
ber 11. There was no increase in height while under obser- 
Vation, but the patient put on 17 lb. in fifty-nine days. A 


fractional test meal after five weeks’ treatment-and after one 
year from discharge showed complete achlorhydria. 

The anaemia rapidly disappeared, and this improvement 
was accompanied clinically by the disappearance of the heart 
murmurs and a striking change in the patient’s appearance. 
From one who seemed stricken with a serious wasting illness 
he was transformed into a lively, healthy-complexioned youth. 
For the past year the only treatment was the low-fat diet and 
25 minims of dilute HCl with a little pepsin thrice daily after 
meals, but improvement continues to be well maintained. On 
September 30, 1940, his health was excellent, he had gained 
33 Ib. in weight and 2 in. in height. He is now an active 
healthy medical student. For the past two months he has 
done equally well without the hydrochloric acid. 


Summary.—An emaciated male aged 19 years with a 
long history of diarrhoea, suffering from lack of energy 
and inability to increase in weight. Examination showed 
a slight degree of hypocalcaemia, some bony calcifica- 
tion, steatorrhoea, infantilism, non-union of epiphyses, and 
a severe degree of anaemia. Treatment produced a most 
satisfactory clinical response. 


Comments on Case II 


1. The high percentage of neutral fat requires con- 
sideration. Fowweather (1926) states that (a) where 
neutral fat exceeds 11% of the dry matter one should 
suspect defective fat splitting ; (+) if the total split lipoid 
exceeds 16% of the dry matter one should suspect defi- 
cient fat absorpticn. In this case neutral fat Was 21.68% 
of the dry matter, and the total split lipoids (soaps and 
fatty acid) were 32.33%-—an apparent combination of 
deficiency of both fat absorption and fat splitting. In four 
of the cases of Bennett, Hunter, and Vaughan (Cases 5, 6, 
8, 9) there was a similar marked abnormality in the per- 
centage of neutral fat ; in Case 8 this amounted to 45.2% 
of the dried matter. The total lipoid percentage in all 
those cases was very high—over 50. The probable ex- 
planation—accepting Fowweather’s criteria—is that in 
such cases there is a degree of deficient fat splitting, not 
due to any organic pancreatic disease. Probably the defec- 
tive fat splitting is due to the rapid rate at which the food 
passes through the intestine and the consequent failure of 
the pancreatic ferments to exert their full action. In the 
present case, after treatment was instituted the percentage 
of neutral fat in the stools fell to 6.26%, a figure well 
within the normal limit. 


2. The proportion of total lipoid in the stools after 
limitation of fat intake fell from 54.01 to 20.18%. In 
Case I limitation had the opposite effect on the percentage 
of total lipoid. In both cases, however, the actual amount 
of total lipoids and neutral fat fell sharply after treatment. 


3. Two features in the treatment of Case II are of 
interest. Four courses of liver extract intramuscularly 
were given. As mentioned previously, some American 
workers have used liver extract alone in treatment for its 
supposed specific effect on the absorptive power of the 
mucous membrane of the small intestine, and without any 
reference to the blood picture. Mogensen (1937) justifies 
the use of liver extract injections in one of his cases with 
a hypochromic anaemia because of a decrease in the 
number of red cells together with the presence of megalo- 
blasts. The blood picture in the present case was some- 
what similar to that in Mogensen’s case. The rapid 
response to treatment in Case II may possibly to some 
extent be due to this liver therapy. 

The other feature of interest in the treatment concerns 
the amount of protein in the diet. Weir and Adams (1935) 
recommend a protein allowance higher than normal 
because the haematogenous “ extrinsic factor ” is contained 
in protein food and because there is frequently a negative 
nitrogen balance in Gee-Thaysen disease. Thaysen (1935) 
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declared that a relatively high nitrogen intake was essential 
for the maintenance of a positive nitrogen balance in 
idiopathic steatorrboea; in a series of experiments on 
patients he maintained a positive balance on diets with 
a daily protein equivalent of 80 to 90 grammes. In both 
of our cases an allowance of about 2 grammes of protein 
per kilogramme of bedy weight was made, which meant 
that each patient received approximately 90 grammes of 
protein daily. A liberal protein intake is therefore appar- 
ently advisable in treatment. 

I wish to express my thanks to Prof. Henry Moore for his 
suggestion to publish these two cases and also for his invalu- 
able advice and criticism in the preparation of this paper. 


PROFESSOR MOORE’S OBSERVATIONS 


Little is known of the pathogeny of this interesting 
but complex disease. My own view is that in the great 
majority of cases the fundamental fault lies in imperfect 
absorption from the small intestine ; in a small minority, 
however, lacteal obstruction may possibly play a part. The 
most important factor in the causation of the symptoms 
would seem to be imperfect lipoid absorption: the 
presence of the abnormal amount of lipoids in the bowel 
would appear to be to a large extent responsible not only 
for the diarrhoea but also for the imperfect absorption 
of calcium, phosphorus, haematopoietic bodies, and 
vitamins, in varying degrees in different cases. This view 
is supported by the following observation. We have been 
able to follow eleven of our twelve cases for from fourteen 
months to fifteen years—seven of them for over five years 
and two for over three years. After the initial period of 
some months on low-fat diet and “ replacement ” therapy 
seven of them remained in quite good health for prolonged 
periods on the low-fat diet alone. In addition to the low- 
fat diet, one took calcium gluconate, one took a few daily 
drops of haliverol, one had occasional déses of marmite, 
and one had occasional doses of dry vitamins; all four 
continued well for years. It is probable, therefore, that the 
chief factor in the production of disability in the Gee- 
Thaysen disease is the abnormally increased lipoid content 
of the bowel due to malabsorption of lipoids by the small 
intestine. 

In the paper by Bennett, Hunter, and Vaughan (1932) 
it is stated that in adult and adolescent cases of idiopathic 
steatorrhoea the results of treatment in general are more 
disappointing than in children suffering from coeliac 
disease, and that, although some cases respond more satis- 
factorily than others, in the majority all that is accom- 
plished is the alleviation of one or more symptoms and the 
temporary arrest of downward progress. Our experience, 
on the contrary, is that the results of treatment are most 
satisfactory, and this notwithstanding the fact that six of 
our twelve cases could be classified as very severe and four 
as severe; three of them had multiple pathological frac- 
tures, all of which healed under treatment. Of our twelve 
patients one died of the disease itself—this was a case 
seen in 1926 (Case 2 in our original paper), when we were 
not in a position to carry out the successful treatment 
elaborated later; one died of acute lobar pneumonia in 
1936, but for three years from discharge enjoyed excellent 
health ; and one died of pulmonary tuberculosis, symptoms 
of which appeared three and a half years after discharge 
from hospital. Of the nine cases surviving to date the 
results can be stated to be excellent in six (of which one 
was Observed for fourteen months, one for two years, and 
the remaining four for from five to fifteen years) and 
good in three (all of these three cases were observed for 
over five years). 


Accordingly, our belief is that treatment—which in the 


- initial stages should be carried out in hospital, which must 


be individualized, and which may have to be Continued 
for considerable periods—gives on the whole very satis. 
factory results. 


POSTSCRIPTUM 


Since the above note was written a paper by Bennet 
and Hardwick (1940) has appeared in which these author, 
in relation to cases of “non-tropical sprue” in adults, 
state: “We find no justification for classing such cage 
with coeliac disease or for describing them, us has beep 
done by H. Moore et al. (1936) and E. Mogensen (1937) 
as Gee-Thaysen disease.” ‘ This situation is not improved 
by the endeavour of Moore and others to identify th 
infantile cases with those appearing in later life to th 
exclusion of the tropical cases, for the cases arising jn 
adult life resemble the tropical cases closely, but have 
only superficial resemblance to the infantile and adolescent 
ones.” 


It was precisely to bring out the difference between the 
infantile and the adult cases that we proposed the nam 
Gee-Herter disease for the former and Gee-Thaysen disease 
for the latter. There are certain resemblances between 
the infantile and the adult cases, but there are also differ. 
ences even whether the adult cases persist trom infancy 
into adult life or arise in adult life: these symptomato- 
logical differences are probably due largely to the differen 
age incidence and to the different mode of life led by the 
adult as compared with the child. Many adult cases in 
some respects resemble tropical sprue, but many do no 
—e.g., some cases of “non-tropical sprue ~ apparently 
beginning in adult life show marked osteomalacia and even 
fractures, whereas such conditions are not, so far as 
am aware, found in tropical sprue. So far as I can under- 
stand their paper Bennett and Hardwick seem to wish to 
establish the close resemblance between cases of idiopathic 
steatorrhoea beginning in adult life and cases of tropical 
sprue. Resemblances there certainly are, but there are 
also notable differences. For example, as reported in our 
paper (Moore ef al., 1936), Cases 1, 5, and 10 (aged respec- 
tively 28, 29, and 63) had marked osteomalacia,. with 
fractures in Cases | and 5; yet the onset, so far as could 
be judged from the history, did not begin in childhood 
and the symptoms did not closely resemble sprue. On the 
other hand, in Case 2 (aged 43), which did resemble sprue, 
the onset was probably in adult life, whereas in Case 6 
(aged 40), which also resembled sprue, loose motions had 
been present since childhood. Again, Case I of the present 
paper did not resemble sprue, and the onset, judged by the 
roentgenological appearances of the bones, may havé 
begun at about early adolescence, but could not be traced 
back to childhood. 


The point raised by Bennett and Hardwick seems to be 
the nomenclature of those cases of “idiopathic steator 
rhoea” which appear first in infancy and persist untl 
adult life, and of those. which first appear in adult life: 
are the latter more allied to tropical sprue than to coelia¢ 
disease? I confess that I do not believe we have enough 
exact information to give a definite answer to this ques 
tion. There seems to be little doubt that the one aetio 
logical factor running through (a) coeliac disease, either 
in infancy or persisting to adult life, (b) ‘ idiopathiv 
steatorrhoea ” beginning in adult life, and (c) tropicd 
sprue is, as Bennett and Hardwick put it, chronic jejune 
ileal insufficiency ; but the manifestations of this deficiency 
might be different according to the age of the patient, the 
time of onset, the duration of the deficiency, the environ 
ment of the sufferer, and other factors. With a commoi 
fundamental defect it might not always be easy to say 
whether an adult case was more closely allied to tropical 
sprue than to infantile coeliac disease, 
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Gee (1888), describing the coeliac affection, wrote 
(italics mine): “ There is a kind of chronic indigestion 
which is met with in persons of all ages, yet is especially 
apt to affect children between | and 5 years old”; and 
again: “The coeliac disease is commonest in patients 
between | and 5 years old; it often begins during the 
second year of life. Sometimes from India Englishmen 
return sick with the coeliac affection ; seldom is it met with 
in adults who have never left our island.” Gee therefore 
was almost certainly aware of the existence of adult cases 
of “ non-tropical sprue ” as well as of the infantile cases of 
coeliac disease and of tropical sprue. Tropical sprue was 
described before Gee's time. Gee's original paper was 
apparently forgotten until in 1906 Herter, in the U.S.A., 
ave a good account of the disease in children. Thaysen 
gave excellent descriptions of adult cases of idiopathic stea- 
torrhoea in 1929 and 1932. With these facts in mind my 
co-workers and I (Moore et al., 1936) wrote as follows: 
“In the interest of clarity, and in order to give credit to 
those observers who have been chiefly instrumental in the 
recognition, description, or separation of these three interesting 
disease entities, we suggest that coeliac disease of children be 
called the Gee-Herter disease, that idiopathic steatorrhoea as it 
occurs in adults and adolescents of non-tropical countries be 
called the Gee-Thaysen disease, and that the name sprue 
be retained for the disease as it occurs in adult residents of 
tropical countries. It may be that a better nomenclature will 
become apparent as the obscurity at present surrounding 
the pathogeny and aetiology of the idiopathic steatorrhoeas 
becomes more clear. The name idiopathic steatorrhoea is not 
a suitable one, for steatorrhoea is common to all three and 
the term idiopathic is simply a teleological confession of 
ignorance ; steatorrhoea. also, occurs under other conditions.’ 


Bennett and Hardwick would probably argue that it is 
wrong to use the name Gee-Thaysen disease with reference 
to an adult case in which the disease began many years 
back in childhood and persisted into adult life, as well 
as for the case in which the malady first appeared in adult 
life or middle age ; on the other hand, the symptomatology 
may not be quite the same in infancy as in adult life, 
even in those cases in which the disease originated in 
infancy and with persistence of symptoms into adult life, 
although not infrequently the resemblance may be close. 
In the latter case it is admittedly not wholly desirable to 
call a disease of infancy by one name and to use another 
when it persists to a later age. While we await the further 
information necessary for a final nomenclature Gee's 
name can be attached to both: in the infantile cases the 
name of Herter and in the adult cases that of Thaysen 
could be added to denote the changing symptomatology 
coincident with increasing age. 
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I. S. Cormanschi (Thése de Paris, 1940, No. 252), who 
Tecords three cases in patients aged from 19 to 29, one of 
Which is original, describes a disease characterized by the triad 
of iritis, genital ulceration, and buccal aphthae. The aetiology 
Is still obscure. Recurrent iritis with hyponyon is found in 
both sexes. The genital ulcers and buccal lesions are slight. 
The ocular lesions as a rule consist not only of iritis or irido- 
Cyclitis but also of uveitis. 
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The infusion of serum or plasma has been shown to 
exert a favourable effect not only in experimental shock 
in animals (Bond and Wright, 1938; Mahoney, 1938; 
Best and Solandt, 1940) but also in shock from burns 
(Trusler ef al., 1939) and wound shock (Edwards er al., 
1940) in the human subject. It has been argued that even 
in acute haemorrhage the absolute deficiency of red cells 
is of less importance than the vascular and circulatory 
derangement which prevents the effective access of blood 
to the tissues, and that the improvement of circulation 
following plasma infusion would outweigh the reduction 
in the number of red cells per unit volume of blood. If 
this were the whole story the ready availability of stored 
plasma and the absence of delay required to group the 
recipient would render it a valuable preliminary treatment 
of haemorrhage, even if it were necessary to give whole 
blood at some later time. 

The object of this paper is to compare the effects of 
citrated whole blood with those of plasma in treating 
patients with massive bleeding from the stomach or 
duodenum. For a study of this type patients with haemat- 
emesis and melaena offer the advantages that the lesion 
causing haemorrhage is uniform in type, enabling a fair 
comparison to be made; reasonably good quantitative 
indications of the severity and progress of the case are 
given by measurements of the blood volume (Bennett 
et al., 1938) and blood urea: and the indications for 
transfusion are comparatively definite. These last have 
been summarized by Witts (1937) as a pulse rate above 
140, systolic blood pressure below 90 mm., blood urea 
above 100 mg. per 100 c.cm., or haemoglobin lower than 
40%. 

Ciinical Material and Methods 

The nine patients studied were all suffering from severe 
bleeding from the stomach or duodenum, and were kept at 
rest in bed on an adequate intake of food and fluid in the 
form of two-hourly feeds of milk and cream, with added 
vitamins. The first three were treated with massive trans- 
fusion of citrated blood by slow drip, and in one of them 
three transfusions of a litre or more were given. The 
fourth patient was treated with reconstituted dried serum 
in fourfold strength, but showed so severe an immediate 
reaction that this experiment was not repeated. In Cases 
5 and 6 plasma infusion was started, but had to be 
supplemented straight away by blood transfusion; in 
Cases 7, 8, and 9 it was possible initially to give plasma 
alone, by slow drip, although Case 8 required whole-blood 
transfusion five days later. The plasma used was obtained 
by allowing blood of Group AB to stand in M.R.C. 
citrate bottles for forty-eight to seventy-two hours at 
4° C., and aspirating the plasma into clean bottles with 
sterile precautions ; it may be of importance that plasma 
so obtained is diluted bulk for bulk with citrate solution, 
and it may perhaps be best described as half-strength 
plasma. 

In addition to observations on the general state of the 
patients, estimations of the blood urea were carried out 
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at intervals of a few hours on finger-prick blood, using the 
micro-method of Archer and Robb (1925); blood volume 
was estimated by the vital red method. 


Haematological Findings 


Whole-blood Transfusion—The giving of whole blood 
is followed by an increase in the total amount of circu- 
lating red cells, as calculated from the plasma volume, 
directly determined by the dye method, and from the 
haematocrit on venous blood. The increase in red cell 
volume may correspond closely to the mass of red cells 
given in the transfused blood, as in Case 1, in which the 
cell volume increased by 0.4 litre after a transfusion of 
0.8 litre of blood containing 0.35 litre of red cells. On 
the other hand, deviations from this conformity are 
sometimes greatly in excess of the limits of error of the 
method used—as carried out in normal subjects—where 
estimations on several consecutive days have agreed within 
+0.1 litre. It is possible to account for instances in which 
the observed increase in red cell volume is less than 
the amount of red cells supplied by postulating con- 
tinued haemorrhage, other signs of which may be present, 
such as rising pulse rate or fall in blood pressure. In 
Case 3, however, a transfusion containing 0.4 litre of red 
cells was followed by an apparent rise in red cell volume 
to 0.7 litre, a discrepancy which may be accounted for 
in the following way. The accuracy of the calculation of 
red cell volume depends on the extent to which the venous 
haematocrit. reading is representative of the cell: plasma 
ratio in the whole mass of circulating blood: in con- 
ditions of shock, haemoconcentration may be present in 
the capillaries (McDowall, 1940), so that the plasma: cell 
ratio in the veins is higher than in the blood stream as 
a whole. In these circumstances the value for total 
blood volume, derived from the expression 


plasma volume 
venous plasma: whole blood ratio’ 


Blood volume = 


is low, so that the first estimation of red cell volume jis 
probably too low ; while the second, made after the shock 
has been treated by transfusion, is more accurate, and the 
difference between the two estimations is thus accentuated 
in patients in whom capillary haemoconcentration has 
been prominent. 


The changes in plasma volume after transfusion of 
whole blood are largely dependent on the extent to which 
the restoration of blood volume by plasma dilution has 
progressed by the time transfusion is carried out. When 
the plasma volume before transfusion has already risen to 
a normal amount, as in Case 1, little further increase 1s 
observed ; but when dilution is incomplete before trans- 
fusion, as in Case 3, increase in plasma volume is observed 
even in excess of the volume of added plasma, since the 
improvement wrought in the circulation by transfusion 
enables the normal process of dilution to proceed at a 
more rapid rate. These findings are in accordance with 
the observations of Bock (1921) on the tendency to main- 
tain or restore a normal plasma volume under widely 
differing conditions. The haematocrit and haemoglobin 
percentages and the red cell count were found to be raised 
in all cases when blood was given. 


Serum or Plasma.—In the four patients to whom serum 
or plasma alone was given increments in plasma volume 
occurred. In No. 7, who had pronounced ill effects after 
the plasma infusion, the increase in plasma volume was 
900 c.cm.—almost equal to the litre of plasma given ; in 
Cases 8 and 9 the increase in plasma volume was only 
about half the amount of plasma given, and in them the 
ill effects were less severe. In No. 4, who received 
140 c.cm. of four-times-normal serum, the increase in 
plasma volume was 300 c.cm., showing that some dilution 


had occurred: as it was not possible to estimate the bloog 
volume immediately after the injection it is probable tha 
dilution was complete but that some fluid was lost there. 
after. In all four patients the estimated red cell volume 
after plasma infusion was within 100 c.cm. of the valye 
obtained before infusion; there is therefore no evidence 
that plasma infusion in these patients effected any mobiliza. 
tion of red cells from the tissues, as it has been claimed to 
do (Brennan, 1940). Reduction of haematocrit percentage, 
haemoglobin concentration, and red cell count was found 
in the patients treated with plasma, and regeneration to the 
normal count from this lowered level appeared to be 
slower. 


Blood Urea 
The causes of the rise in blood urea observed after 


severe alimentary haemorrhage have been discussed at 
some length in another paper (Black and Leese, 1940) ; for 
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Fic. 1.—Blood volume, haemoglobin, and urea before and 
after blood transfusion in Case 1. The shaded area represents 
the total red cell volume. 
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Fic. 2.—Blood volume, haemoglobin, and urea in relation to 
repeated blood transfusions in Case 2 


our present purpose it is sufficient to state that the degree 
of elevation of blood urea bears a fairly close relation 0 
the severity of illness, and that clinical improvement 3s 
accompanied by decline in the blood urea. A fall i? 
blood urea after massive transfusion in haematemesis was 
observed by Wood (1936); but the changes in blood 
volume over the same period were not studied. 


Whole-blood Transfusion —The results in our patients, 
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including those to whom blood had to be given aftef 
plasma, show that a fall in blood urea occurred after each 
of eight large transfusions of whole blood, carried out 08 
six subjects ; two other patients have shown a definite fall 
in blood urea after transfusion with citrated blood, bul 
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je not included in the present series, since evidence of 
enal damage persisted after the acute haemorrhagic 
episode. In four of the eight transfusions here reported 
ihe blood urea was rising when transfusion was started, 
so the subsequent decline is not likely to have been spon- 
igneous ; Moreover, it occurred with much greater rapidity 
than the decline in blood urea which is usually observed 
, few days after the haemorrhage. The time relation 
between transfusion, blood-volume increase, and decline 
in blood urea can be best seen in Figs. | and 2. A small 
and transient decline in blood urea was sometimes seen 
during the actual course of the transfusion, as in Cases 
| and 3 and in the second transfusion of those given in 
(ase 2; but the major and lasting decrease in blood urea 
followed rather than accompanied the transfusion. The 
initial slight fall in blood urea may perhaps be attributed 
jo dilution of azotaemic blood with blood of normal urea 
content ; its transient nature can be accounted for by the 


rapidity with which urea diffuses from the tissues into - 


the blood stream. The important fall in blood urea which 
occurs after the transfusion cannot be ascribed to dilution, 
and we believe that it depends on the increase in blood 
volume, which improves renal function, facilitating the 
removal of urea from the blood stream. 

Serum or Plasma.—Four patients were treated with 
plasma or serum without any subsequent blood trans- 
fusion: in No. 4, who was given serum, the blood urea 
rose just after the transfusion, but fell slowly to normal 
inthe next few days. In Case 9 the blood urea had fallen 
almost to normal before plasma was infused, and no 
further rise occurred. Cases 7 (see Fig. 3) and 8 each 
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FiG. 3.—Blood volume, haemoglobin, and urea before and 
after plasma infusion in Case 7. 


had azotaemia for more than five days after the infusion, 
in contrast with patients who had been given whole blood, 
and even with patients left to recover spontaneously from 
haematemesis. Plasma and serum therefore did not pro- 
duce the same rapid fall in blood urea as did transfusion 
of whole blood. 

General Effects 


The beneficial effects of whole-blood transfusion in 
Patients who have lost blood are well known. In the 
SX patients who were given plasma immediate subjective 
or objective clinical improvement was absent ; all showed 
some harmful effect, and in two of them the reaction was 
0 severe that massive blood transfusion had to be used 
at once. The chief complaints during plasma infusion 
Were of headache, faintness, and a vague sense of irrita- 
bility. Objectively, increase in pallor, quickening pulse, 
ind drowsiness leading to actual unconsciousness were 
noted ; in the first patient, who had a low haemoglobin 
at the outset, unconsciousness persisted for over half an 
our. Even after recovery from the immediate effects 


of plasma transfusion clinical improvement, and especially 
blood regeneration, were notably slower than in the 
patients to whom whole blood had been given; No. 4, 
who had serum, and whose plasma volume increased only 
by 300 c.cm., was an exception to this. 


Discussion 


Our experience has been that in patients suffering from 
alimentary haemorrhage plasma has not only been of no 
value as a substitute for whole blood in therapy, but has 
given rise to untoward and even dramatic ill effects. We 
have used plasma prepared in the same way in the treat- 
ment of burn shock, with good results and with no adverse 
reaction ; it is therefore unlikely that any inherent defect 
of the plasma is responsible for the unsatisfactory response 
of patients with haemorrhage. Such patients are dis- 
tinguished from patients with burn shock, who respond 
well to plasma, by the low content of haemoglobin in 
the blood. The most obvious effect of giving plasma is 
to increase the dilution of the formed elements in the blood, 
so that blood volume is increased at the expense of haemo- 
globin concentration. In this connexion the observations 
of Robertson and Bock (1918) in the war of 1914-18 are 
of great significance. They found that when the haemo- 
globin was below 40 to 50% spontaneous blood dilution 
did not occur; it seemed, in fact, that maintenance of 
haemoglobin at such a level was of more importance to 
the organism than restoration of the blood volume to full 
normal limits. It is reasonable to ascribe the ill effects of 
plasma infusion in patients with severe haemorrhage to the 
rapid and forced dilution of the blood to a greater extent 
than would naturally occur in response to haemorrhage. 
This interpretation is supported by the very rapid appear- 
ance of ill effects in patient No. 4, who received fourfold 
serum, and in whom blood dilution was likely to have 
occurred even more rapidly than with ordinary plasma. 


It must be emphasized that plasma is of great value in 
the treatment of shock from such causes as burns and 
intestinal obstruction ; when, however, shock is associated 
with a degree of haemorrhage sufficient to lower the 
haemoglobin percentage by a half or more, our results 
suggest that the giving of plasma is contraindicated, even 
as a temporary measure pending whole-blood transfusion. 
This conclusion does not conflict with the favourable 
results reported by Brennan (1940), since the lowest red 
cell count in his series was 2.99 millions: there is a stage 
of post-haemorrhagic shock, before blood dilution has 
occurred, when plasma infusion seems to be of value. 
When, however, the haemoglobin has fallen to 50% or 
less, as happens in many cases before the patient comes 
under observation, the time for plasma is past, and benefit 
will be obtained only from transfusion of whole blood. 
The practical recommendation we would wish to make 
is that any patient who is known to have bled should only 
be given plasma if the haemoglobin percentage is over 
50; otherwise there is a risk of serious collapse, which 
may demand for its treatment an amount of whole blood 
Jarger than would have been required in the first instance. 
On the other hand, in recent haemorrhage, when dilution 
is slow on account of shock and the haemoglobin per- 
centage remains high, plasma infusion is beneficial, as 
shown by the results of Brennan (1940) in patients and 
of Buttle et al. (1940) in animals. 


Case Protocols 
Case 1: Bleeding Peptic Ulcer—This patient, a man aged 
48, had had vomiting and dyspepsia for three weeks before 
admission for haematemesis on August 14, 1939. He was 
pale and shocked, with a blood pressure of 100/50, pulse rate 
110, and temperature 98.4’. After transfusion of citrated 
blood, carried out on the day of admission, his blood pressure 
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became 110/70, and remained at this level. His pulse rate SS 
dropped to 80. Although he had a pyrexia of 102° F. on Date Plasma | Haema- Blood Blood | Maem 
the day after transfusion his general. condition was much and Time | cou (Halen 
improved. He made a good recovery, but had to be evacuated anaie | — a 
from hospital before full investigation had been carried out. ne pn 241 25 28 67 @ 
The results of blood examination are as follows, and are also 5/12/39 i 
a.m 
represented in Fig. 1 11.30 a.m. | Transfusion started 
nee 12.30 p.m 146 60 
| | | | Blood H: RBC 4p.m 114 
Date | Plasma | Haema-| Blood | Mispin” | millions | W-B-C- 7 p.m 114 
and | Volume tocrit | Volume (mg. 100 per 6/1 Transfusion stopped (1,000 c.cm.) 128 
Time | (litres) 4 | (litres) ecm.) | (Haidane) c.mm. | 102 
14/8 39 12.30 p.m 84 
3pm.) 3.17 | 26 | 4.3 $7 60 2.75 | 13,600 4:30 bm 70 
S p.m. | | 68 7/12/39 63 66 
6 p.m. | Transfusion started . 8/12/39 62 62 
8 p.m. 62 ! 
1s 839 | | 60 6 
2 a.m. | Transf. stopped (800 ¢.cm.) 69 
8 a.m. | | 39 
3.3 | 31 4.8 42 76 3.44 8,800 
18 8 39 | 56 Case 4: Gastric Erosion.—This patient, a man aged 44, y 
ve <4 re admitted on May 10, 1940. after repeated small haemateme 
28 8/39 28 82 Which began the previous day. He was pale and shock 


Case 2: Bleeding from Gastric Uleer——The second patient, 
a woman aged 43, had had dyspepsia since 1926: gastro- 
enterostomy was done in 1929 for duodenal ulcer. She was 
admitted on September 25, 1939, having vomited blood re- 
peatedly on that and the previous day. She continued to 
vomit in hospital, and her blood pressure, which had been 
180/100 on admission, feil to 95/30 on the 29th, while her 
pulse rate rose from 90 to 130. She was given repeated trans- 
fusions of citrated blood, as detailed below, and showed 
temporary improvement after each, though she did not stop 
vomiting until October 4. A barium meal showed an ulcer 
high up on the lesser curvature, and this appeared at gastro- 
scopy on November | to be in process of healing. The effect 
of the transfusions is indicated by the results given below 
and in Fig. 2; it is of interest that the small infusion of 
400 c.cm. of blood produced no lowering of the blood urea. 


| | | | 
Date Plasma Haema-| Blood R.B.C 
and Volume) tocrit | Volume (mg 100 (millions) W.BC. 
Time (litres) “| (litres) | c.cm.) (Haldane) 
26/9/39 . 2.7 20 | 34 | 38 | 50 3.14 9,800 
27/9/39 . 58; 
28/9/39 . Arm-tongue circulation time (saccharin) = 7 seconds 
29/9/39 | 
11 a.m. 2.1 | 14 2.45 96 28 1.93 
3 p.m. Transfusion started 120 
6 p.m. | | 88 
10 p.m. Transf. stopped (1,200 c.cm.) 82 
30/939 
9.30 a.m. §2 36 
12 noon | Transfusion started 120 
6 p.m. | | 82 
1] p.m Transf. stopped (1,000 ¢.cm.) 100 
1/10/39 
10 a.m. 14.5 72 36 
2/10/39 
10 a.m. 2.8 9 3.1 64 23 
2 p.m 400 c.cm. of blood injected into cubital vein 
6p.m 76 
3/10/39 
10 a.m. 76 
6 p.m. 88 
4,10,39.. 60 24 
1,000 c.cm. of blood given overnight by slow drip 
5/10/39 45 _ 
6/10/39 34 
7/10/39 42 34 
10/10/39 2.9 20 3.6 44 42 2.47 
14,10/39 44 48 
20/10/39 50 
3/11339 80 3.96 4,400 
4/11/39 Arm—tongue time (saccharin) = 17 seconds 
| | 


Case 3: Bleeding from Gastric Carcinoma.—Although dys- 
pepsia had been present for seven years in this patient, a man 
aged 60, his pain had become more constant and severe in 
the month preceding his admission on November 6, 1939. He 
had small ~—haematemeses while in hospital, but the first 
massive bleeding occurred on December 4, when he had three 
haematemeses of upwards of a pint each, and became pale. 
with a feeble pulse, the rate being 120 per minute. He was 
given a transfusion of a litre of citrated blood, with -great 
improvement in his general state and a fall in the pulse rate 
to 80. A barium meal on December 19 showed the presence 
of a large mass involving the body of the stomach. 


with a pulse of 144 and a blood pressure of 82/60; epigast 


tenderness was present. 


Two hours after admission recons 


tuted dried serum in fourfold concentration was given int 


venously by syringe at a rate of 10 c.cm. a minute. 


After fi 


minutes respiration quickened and deepened, the patient 
came restless. and he vomited twice. 
been given a convulsion occurred and the injection w 
stopped. For the next half-hour he was collapsed and se 


conscious, but could be roused. 


After 140 c.cm. 


ing morning, apart from slight backache. 
bottles used was found to be sterile. 


He was well on the follo 


The residue in 
On May I1 his blo 


pressure was 114/65 and the pulse rate 98. Subsequ 
recovery Was uneventful. 
= | > = — <£ 
Date and | & ERE: | <8 <& as 
Time | 23/23 | = o~ | 
10 5/40 | 
3.30 p.m 62 3.0 | 2.8 | 3.9 | 29 132 6.0 | 4.5 | 46) 5 
Sp.m. | Serum infusion begun | 130 
$.15 p.m. | Serum infusion stopped (140 ¢.cm.) 
9p.m 152 
11/5/40 
10am. | 58 | 2.6 | 3.1] 4.1 | 25 90 | 40] 54] 
9 p.m 62 
12/5/40 . 58 44 
13/5/40 44 44 
14/5/40 50 35 
18/5/40 52 38 
23/5/40 60 | 3.0 
46,40 74 4.0 34 


Case 5: Bleeding from Gastric Ulcer—This patient, a m 
aged 38, was transferred from a cottage hospital, where 
had been under treatment for haematemesis for six wee 
On admission to the Radclifle Infirmary his pulse rate w 
120, blood pressure 60/40, and haemoglobin 18%, and 
In spite of the low haemoglobin 
was decided to give him plasma, since a good supply of co 
patible blood was available if his response to plasma W 
After 300 c.cm. of plasma had been given at the 
of 200 c.cm. an hour he became unconscious, following so 
preliminary restlessness, and a change-over to blood wi 
He then improved rapidly, and his blood urea fell 
the usual fashion. as shown below. He was later transfer 
to a surgical ward, where gastro-enterostomy was done f 
relief of pyloric obstruction caused by a chronic gastric ul 


appeafed to be in shock. 


poor. 


made. 


Date Plasma Haema- Blood Blood Urea eessaiall 
and Volume tocrit Volume (mg./100 | 0, (Hald 
Time (litres) (litres) c.cm.) 
4/2/40 | | 
2.30 p.m. 4.25 9 4.67 76 18 
3.30 p.m. Plasma infusion started 
5S p.m. Plasma infusion stopped (300 c.cm.) 
5 p.m. Blood transfusion started 17 
5/2/40 | | 
10 a.m. Blood transfusion stopped (1,200¢.cm.) 45 38 
6/2/40 17 | oF 36 
7/2/40 35 38 
10/2/40 28 40 
20/2/40 4.0 21 5.1 30 50 
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Case 6: Duodenal Ulcer.—This man, aged 58, had several 
haematemeses on August 6, 1940, and wss admitted the next 
day at noon. He was pale and slightly cyanosed, with blood 
pressure 125/75 and pulse 146. plasma infusion was 
begun, but the patient became restless and irritable, and 
looked much worse. Oxygen was administered with the 
B.L.B. mask, but did not appear to arrest the deterioration in 
his condition. His blood pressure fell to 100/46, and after a 
pint of plasma had been given a change-over to blood had to 
be made, and this was followed by the usual improvement. 
On August 8 his pulse was 100 and blood pressure 122/56. 
Recovery Was normal, and he was discharged on September 20. 


| Plasma | Haema- | Blood | Haemo- | p gc. | Blood Urea 
Volume | tocrit Volume globin (milli ns) (mg./100 
and Time | (litres) | (litres) % 
78.40 
2p.m. | | 30 120 
4p.m. | 4.0 12 4.6 28 1S 118 
6p.m | Plasma drip begun 
8.30 p.m. | 28 120 
9.30 p.m. | Plasma replaced by blood after 500 c.cm. had been given 
12 p.m. | 30 120 
$8 40 
a.m 126 
4p.m 16 38 73 72 
108,40. 40 
30.8 50 9 
14.9, 70 8 
2/10/40 .. | 88 32 


Case 7: Bleeding from Gastric Ulcer.—-This man, aged 59, 
had had dyspepsia of gastric ulcer type since 1917: he had 
had slight haematemesis and considerable melaena for five 
days before admission to hospital on February 25, 1940. On 
admission he was pale and shocked, with blood pressure 90/50 
and pulse rate 140. As his haemoglobin was 75°, it was 
decided to give him plasma; so between 12 noon and 
5 pm. on the 26th a litre of plasma was infused. The 
patient became confused and apathetic during the plasma 
administration, but consciousness was not lost. Following the 
plasma infusion there was no subjective improvement such as 


-isnormally brought about by blood transfusion in these cases. 


On the day after the infusion he felt better than he did 
immediately after, and blood-volume estimation showed that 
he had by that time lost the greater part of the increase in 
plama volume brought about by the infusion. A -barium 
meal on March 11 showed a‘chronic gastric ulcer with hour- 
glass deformity. The results of blood examination are as 
follows. and are shown also in Fig. 3. 


| | | Blood ; Plasma} 
Urea {Protein . 
Date (mg./ | (gm./ | Haemoglobin 
| (litres) (litres) lions) 
| | ‘ c.cm.) | cm.) | 
99 
26 2 40 
| | 70 (venous) 3.29 
iam. |. 29 | 345 4.5 68 { 
I2noon Plasma infusion started | & 72 (capillary) 3.51 
2p.m. | | 64 68 
| | 70 64 
Sp.m. /Plasma infusion stopped (1,000 c.cm.) 
| venous 3:28 
6 p.m. | 3.8 29 | 5.4 50 5.0 66 (capillary) 
272/40 | 
3pm. | 27 4.25 | 74 50 | 29 
28 2/40 16 64 3.1 
29/240 | | 62 62 
1/3/40 | 68 68 
2/340 68 68 
$3.40 | 68 
83,40 Plasma bicarb. 55 vol. °% 48 66 
Plasma NaCl 592 mg./100 c.cm. 
12/3/40 | 50 64 
163.40 | | : 48 66 3.3 
19/3/40 46 66 


Case 8: Bleeding from Duodenal Ulcer.—This patient, a 
man aged 56, had a seven-years history of dyspepsia, with 
occasional attacks of melaena. He had been passing dark 
stools for two days before his admission to hospital on 
February 26, 1940, and was very pale. with pulse rate of 100, 
blood pressure 90/45, and haemoglobin 56°. The next day 
he was given a litre of plasma over a period of three hours ; 
there was a complete absence of improvement, and the pulse, 
Which had been running at a level of 100, rose during the 
course of the infusion to 120, and remained at that level until 


the following day. The systolic blood pressure fluctuated 
between 90 and 120, and was 97 at the close of the infusion. 
Half an hour after beginning the infusion the patient com- 
plained of headache, but this was not severe. On March 4, 
since the haemoglobin was-not rising, a blood transfusion 
was given, with definite improvement in the patient’s subjective 
and objective condition, and he made a good recovery. A 
barium meal on March 12 showed deformity of the duodenal 
cap, although an ulcer crater was not actually demonstrated. 
The numerical values obtained are given below. 


Hae- | Biood Blood) Plasma 
Volume} mato- Volume (mg./ | (gm./ (mil- 
(litres) (litres) | 100 100 (Haldane) lions) 
c.cm.) | c.cm.) 
27/2/40 
10 a.m. 74 
4 56 (venous) 2.71 
12 noon 2.65 24 3:5 82 4.5 34 (capillary) 260 
1.20 p.m. |Plasma infusion begun 
3 p.m. | | 106 40 2.39 
4.20 p.m. |End of plasma infusion (1,000 c.cm.) 6( a 
venous) 
6 p.m. 3:1 19 3.85 60 40 (capillary) 25 
10 p.m. 74 36 
8/2/40 
se 42 (venous) 2.08 
12 noon] 3.34 19 4.1 68 4.8 42 (capillary) 417 
29/2/40 . 64 42 
1/3/40 .. 58 40 
2/3/40)... 64 40 
4/3/40 
10.30 a.m. 357 21 4.52 36 2.41 
Il a.m. |Blood transfusion begun 
| | 42 
4.30 p.m. |End of blood transfusion 53 50 
(1,000 ¢c.cm.) 
5/3/40 ... 26 4372 | 38 48 
8 3,40 Plasma bicarb. 61 vol. 7% 50 50 
| 
Plasma 555 mg. 100 ¢.cm. 
12/3/40 | 49 50 
16/3/40 40 | 54 
3/40 41 | 62 


Case 9: Duodenal Ulcer-—After melaena for two days and 
one aitack of haematemesis this patient, a man aged 47, was 
admitted to hospital on September 16, 1940. His blood 
pressure was 124/76 and pulse rate 90; he was pale but did 
not appear to be suffering from shock. A plasma infusion 
was started at 7 p.m. on the day of admission. There was 
no severe reaction, but headache began three hours after the 
infusion started, and lasted for over twenty-four hours. On 
the day after plasma infusion the pulse was 85 and blood 
pressure 122/64. He made a good recovery, and was dis- 
charged on October 14. 


Blood 
and Time (litres) (litres) (millions) 
16/9,40 
3 p.m. 50 88 
5 p.m. 3.5 18 4.3 46 24 
7 p.m. |Plasma infusion started 52 
10 p.m. 38 74 
17/9/40 
12.50 p.m. |Plasma infusion stopped after 1,000 c.cm. had been given 
10 a.m. 36 54 
2 p.m. 4.0 14 4.7 38 1.6 39 
18/9/40 .. 36 42 
24/9/40 46 23 39 
5/10/40 54 31 
5/11/40 3.4 43 6.0 90 4.8 35 
| 
Summary 


In nine patients with severe haemorrhage from the stomach 
or duodenum plasma compared unfavourably with whole 
blood in its effects on the blood volume and haemoglobin con- 
centration. It did not lower the degree of azotaemia to the 
same extent as whole blood, and the general condition of the 
patients was adversely affected. It is suggested that the ill 
effects of plasma in these cases are due to forced dilution of 
the blood in excess of the limits within which blood dilution 
is favourable to recovery from haemorrhage. The circum- 
stances which determine the usefulness of plasma in post- 
haemorrhagic shock are discussed; in general terms, plasma 
is contraindicated when the haemoglobin is less than 50°... 


We are indebted to Prof. L. J. Witts for directing the research 
and for criticism of the paper. 
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AMPUTATIONS IN BED 
BY 


H. A. BRITTAIN, M.A,, M.Ch.,, F.R.C.S. 
Orthopaedic Surgeon, Norfolk and Norwich Hospital 


Orthopaedic surgeons are proud, and justly so, of their 
aseptic operative technique. Consequently, when one of 
them advocates the performance of an operation in the 
patient's bed one can visualize the hackles rising. My 
apology and excuse is, “ C’est la guerre,” and the emer- 
gencies of war have forced us to modify the technique 
which in peacetime is rightly regarded as essential. 

Air raids, the mechanization of the Army, and the 
intensified industrial output have caused a great increase 
in the numbers of injuries to the limbs. Motor-cycle 
accidents to dispatch riders have resulted in as many as 
sixty-one serious tractures in six months in one provincial 
hospital alone. These patients are often suffering from 
severe shock, and multiple injuries may be present. Prompt 
amputation of mangled limbs before adequate resuscita- 
tion is to be condemned. Nevertheless the patient may 
recover to a certain extent from the primary shock, and 
then his condition may degenerate into secondary shock 
as a result of extensive damage to the limb. 


Indications for Amputation 

The indications are: (1) severe compound fractures or 
crushed limbs that cannot survive owing to interference 
with the circulation ; (2) infection by anaerobic organisms, 
with spreading gangrene : (3) laceration or crushing of soft 
parts to such an extent that (a) the presence of the limb 
is retarding recovery from or accentuating shock, or ()) the 
subsequent scarring will leave a useless limb. 

Choice of the right moment to amputate is of paramount 
importance, and equally so is the execution of the opera- 
tion with the least possible disturbance to the patient. 
Temporary suspension of continuous-drip transfusion, and 
transport to the theatre necessitating lifting the patient 
from the bed to the stretcher, from the stretcher to the 
theatre table, from the theatre table to the stretcher and 
back to bed again, often have a deleterious effect. There 
may also be difficulty in restarting the blood transfusion, 
which will certainly be necessary. Multiple injuries may 
render transport difficult or impossible. It may, of course, 
be possible to wheel the bed accompanied by the drip 
transfusion into the theatre, and in some hospitals, and in 
the absence of an overwhelming rush of casualties, this 
may be considered preferable. A mobile surgical team 


_ might have to perform an amputation in the patient's 


house. For these patients amputation in bed in the ward 
may be a life-saving measure, and it has been found that 


-it can be quickly, smoothly, and expeditiously carried out 


if carefully planned beforehand and a formal technique 
is faithfully observed. 


* who twists it round and holds it with his hands. Another 


Technique 


Essential Materials.—Samways’ tourniquet, or Callandary 
modification of same; large amputation knife ; dissecting 
forceps ; amputation saw : artery forceps ; catgut or silk; 
sulphanilamide powder: vaselined gauze arranged as af 
dressing and laid on wool 8 in. by 8 in. and 1 in. thick; 
bandages ; three strips of 2-in, strapping two feet long, 

Anaesthesia.—Intravenous pentothal or cyclopropane, 
The former is to be preferred for ease of administration, 

Assistants. —Three are required, apart from the anaes. 
thetist, if available. Two is the minimum. 

Operation.—Speed is desirable and often essential. An 
amputation through the lower third of the thigh is 
described, although the same technique can be adopted 
for any site. The guillotine operation is of course the 
method of choice in these severely shocked patients. The 
tourniquet is applied and kept in position by one assistant, 


assistant lifts the limb by the foot. Mackintoshes an 
towels are applied. and the incision is begun on th 
postero-medial aspect of the limb, continued over th 
front of the circumference of the limb, and carried down 
to the bone. The bone is quickly divided with a saw, the 
skin being pulled up as far as possible by pressure wit 
the left hand. The femoral vessels are clamped and tie 
with silk or No. 2 catgut. An assistant then releases th 
tourniquet slightly, and any other strongly bleeding vessel 
is clamped and ligatured. The. generalized ooze | 
ignored. The tourniquet is now held tight again, and 
sulphanilamide powder is dusted on to the raw area! 
Vaselined gauze and wool are then applied to the stum 
and firmly bandaged on. The dressing is further anchored 
in place by strapping, which passes over the end of th 
stump from the abdomen to the buttocks and from th 
inner to the outer aspect of the thigh. Below are given 
two illustrative cases. 
Case I 

A munition worker aged 18 became an air-raid casualty at 
2 p.m. in August, 1940. The further history of his case is 
as follows: 

3.15 p.m.—Admitted to hospital in fairly shocked condition. 
Blood pressure 120/80. Pulse 80, good volume. ie 
clearly and well. Compound comminuted fracture of head 
of tibia. Morphine given and anti-shock treatment instituted. 

4.15 p.m.—Plasma transfusion given preparatory to opera 
tion. 

4.30 p.m.—Condition degenerating. Cold, perspiring. 
cyanosed. Blood pressure 95/60. 6 litres of oxygen given 
with B.L.B. mask. 

9 p.m.—Condition much worse. Blood pressure 85/50. 
Pulse rate risen from 100 to 160. Blood transfusion adminis 
tered. 

11 p.m.—Amputation through lower third of thigh performed 
in bed. 

11.10 p.m.—Immediately after operation blood pressure 
70/40. 

Next day, 12.30 a.m.—Blood pressure 80/60. Pulse 140. 

8.30 a.m.—Blood pressure 120/80. Pulse 120. — Steady 
gradual improvement followed. 


Case Il 

An R.A.F. dispatch rider aged 24 had a motor-cycle acc 
dent at 8.30 a.m. on November 15, 1940. His case proceeded 
as set out below. 

November 15, 11.30 a.m.—Admitted to hospital with severe 
shock. Compound comminuted fracture of tibia and fibula 
plus fractured pelvis. Large wound with extensive laceration 
of soft parts. Pulse 100—irregular and of poor volume 
Resuscitation started at once. 
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4 p.m.—Condition improved. Complete excision of wound, 
sulphanilamide pack, vaselined gauze, immobilization on 
Thomas splint with pins above and below fracture. 

November 16.—Condition fairly good. Pulse still irregular 
—100 and poor volume. 

November 17.—Definitely improving. Pulse still irregular. 
At 10.30 p.m., pulse 130. Wound examined. No local evidence 
of gas infection. 

November 18, 3.30 a.m.—Pulse 120. Some crepitus iti 
region of wound. Toes cold though not gangrenous. Plasma 
with 6 c.cm. of sulphapyridine and 20,000 units of polyvalent 
anti-gas-gangrene serum given. 

6 a.m.—Asthmatic attack. (Patient subject to recurrent 
asthma.) Pulse 160. Oxygen given with B.L.B. mask. 
Adrenaline §0 minims given slowly and intramuscularly. 
Gross gas infection of leg present. 

8 a.m.—Slight improvement in general condition, but 
gangrene spreading. 

9 a.m.—Extensive gas gangrene below knee. Asthma con- 
trolled, but pulse still 130 and general condition very poor 
indeed. Blood transfusion given. Amputation through lower 
third of thigh in bed. ‘ 

1.30 p.m.—Pulse 96. Condition improved. Steady gradual 
improvement from this stage. 


All my colleagues and I feel certain that if either of 
these patients had been moved from his bed or from 
the ward his chances of recovery would have been seriously 
diminished. 

Summary and Conclusions 


It is suggested that the performance of amputations 
in the patient’s bed, in the ward, the theatre, or his own 
house, may be the deciding factor in saving life, since the 
operation can be done with the least possible disturbance 
to the patient. 

A simple technique for amputations in bed is described. 


DOUBLE INFECTION OF THE MENINGES 
WITH MENINGOCOCCUS AND 
GAERTNER’S BACILLUS 


BY 


K. J. GUTHRIE, M.D. 


AND 


T. ANDERSON, M.B., F.R.C.P.Ed. 


(From the Department of Pathology of the Royal Hospital 
for Sick Children, Glasgow, and Ruchill Fever Hospital) 


The following case seems worth recording for two 
reasons—first, because it is extremely uncommon for a 
child to recover from one variety of meningeal infection 
only to fall a victim to another; secondly, because 
the type of meningitis which proved fatal is in itself 
comparatively rare. The primary infecting strain was 
meningococcus, the secondary Bact. enteritidis (Gaertner’s 
bacillus). 
Clinical Summary 


A female infant aged 14 months was admitted to the Royal 
Hospital for Sick Children on June 16, 1940. She had been 
Well until three weeks previously, when she became feverish, 
listless, and drowsy, began to refuse feeds, and vomited on 
several occasions. On June 15 the child had a convulsion. 
On admission to hospital she was flushed, with staring eyes, 
and had a marked “ meningeal” cry. There was evidence of 
Increased intracranial pressure, so lumbar puncture was 
Performed. The fluid was under slightly increased pressure 
and was turbid ; the cell count was 630 cells per c.mm., and 
films showed that these were both polymorphonuclear and 
lymphocytic. Meningococci were seen, mostly ‘lying free, 
though a few were intracellular. On culture a heavy pure 
Meningococcal growth was obtained. The child was trans- 
ferred to Ruchill Fever Hospital on June 17. There the above 


findings were confirmed. Blood culture was negative. Treat- 
ment with sulphathiazole was instituted, and she received 
20 c.cm. of sodium sulphathiazole intramuscularly and 0.75 
gramme of sulphathiazole four-hourly by mouth. Lumbar 
puncture forty-eight hours after admission showed a clear 
fluid in which no meningococci were found in smears or on 
culture. She received 26.5 grammes of sulphathiazole in 
eight days, when the drug was stopped. The temperature 
settled within forty-eight hours of starting treatment, and pro- 
gress was uneventful for almost a fortnight. On July 2, how- 
ever, it was noticed that the patient was fretful and that ihe 
eyes were staring and wild-looking. There was occasional 
twitching of the eyes. Examination showed a paralysis of con- 
jugate upward movement of the eyes and of conjugate move- 
ment to the right. The pupils were semi-dilated and did not 
react to light. An internal hydrocephalus was suspected. On 
July 8 there was a sudden rise of temperature to 107° F., and 
lumbar puncture was performed. Films showed abundant 
motile Gram-negative bacilli, and these were obtained in pure 
culture, the growth on MacConkey plates consisting of non- 
lactose-fermenting colonies. The child died twenty-four hours 
later. Necropsy showed fine adhesions between the pia and 
arachnoid, with considerable flattening of the convolutions. 
There was much inflammation of the surface of the brain, 
over which was a thin purulent exudate, mainly vertical. 
The ventricles were greatly dilated and contained thin purulent 
fluid. 
Bacteriology 


Cultures yielded a pure non-lactose-fermenting growth simi- 
lar to that already obtained from the cerebrospinal fluid. 
Several colonies subcultured produced acid and gas in glucose, 
mannite, maltose, and dulcite, and failed to ferment lactose 
and saccharose. No indole was formed. A _ polyvalent Sal- 
monella antiserum (Oxford standards) agglutinated cultures to 
titre. The strain was then tested against the various O 
(somatic) antisera of the Salmonella group, when agglutination 
occurred with Baci, tvyphosum O antiserum. This fact, taken 
in conjunction with the fermentation reactions, suggested that 
the strain was a member of the enteritidis group, which shares 
with Bact. typhosum the O antigens IX and XII. A further 
series Of biological tests similar to that employed by Guthrie 
and Montgomery (1939) was next undertaken, the unknown 
Ruchill strain being tested in parallel with a known culture of 
Bact. enteritidis and of its closely related Dublin variant. The 
Ruchill culture behaved in every respect like the Bact. enteri- 
tidis strain. Confirmatory serological tests were then per- 
formed, when an antiserum prepared to the Ruchill strain 
agglutinated the homologous organism and several known 
enteritidis cultures to approximately the same high titre. Simi- 
larly a stock enteritidis antiserum agglutinated in high and 
approximately similar dilutions several known enteritidis 
strains and the Ruchill organism. Finally, the flagellar anti- 
genic formula of the Ruchill culture was determined by the 
method of Kauffmann (1935-6). As already stated, it pos- 
sessed the O (somatic) antigens [IX and XII. Its H (flagellar) 
antigens were found by performing direct agglutination tests 
with antisera containing individual flagellar antibodies, em- 
ploying the procedure described in detail by Guthrie and Mont- 
gomery. In common with various stock emteritidis cultures 
tested in parallel the Ruchill organism was found to possess 
the flagellar fractions g and m. Thus the serological, like the 
fermentative, reactions were those of a true enteritidis strain. 
The organism proved toxic for a rabbit, which succumbed 
within forty-eight hours of receiving an intravenous inocula- 
tion of 1/10 of a fresh agar culture suspended in saline. At 
necropsy the infecting strain was recovered in pure heavy 
growth from the heart blood, swollen spleen, and bile. The 
intestinal contents also were heavily infected. 


Discussion 


Few examples of double meningeal infection such as 
ours are to be found in the literature. A closely similar 
case is that reported by Opitz (1919) in a child of 15 
months in whose cerebrospinal fluid meningococci alone 
were present originally. Subsequently Gram-negative 
bacilli appeared in films of the ventricular fluid, and a 
strain later identified as Bact. enteritidis was obtained on 
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culture. Welcker and Vogl (1938) also record a double 
infection of the meninges. Their patient, a female infant, 
was admitted to hospital with meningococcal meningitis, 
which improved under treatment ; but a relapse occurred 
after a fortnight, when a Salmonella strain—in this in- 
stance Bact. typhi murium—was obtained in pure culture 
from the cerebrospinal fluid during life and at necropsy. 
Ravitch and Washington (1937), in the case of a 4-year-old 
girl, isolated meningococcus in pure culture from both the 
cerebrospinal fluid and the blood on the day of admission 
to hospital. A second blood culture taken twenty-four 
hours later gave a pure growth of Bact. suipestifer (the 
hog-cholera; bacillus), and on the fourth day this organism 
alone grew from the cerebrospinal fluid. The authors 
considered, however, that as the spinal fluid was grossly 
contaminated with blood in the course of withdrawal the 
suipestifer strain may have been introduced in this way. 
Reid and Lipscomb (1940) saw streptococcal followed by 
pneumococcal infection after an interval of some months 
in a girl of 17. Both attacks of meningitis complicated 
mastoiditis. 
A possible explanation of such double infections may 
lie in the fact that a primary inflammation of the meninges, 
by affecting the local capillaries and increasing the perme- 
ability of the endothelium, may predispose to a secondary 
meningeal infection. Burrows (1932) collected numerous 
instances of the localization of bacteria in injured or 
inflamed areas, which thus show lessened resistance. 


Agart from its association with meningococcus, Bact. 
enteritidis as a cause of meningitis is of interest for its 
own sake, since organisms of the Salmonella group are 
among the rarer meningeal invaders. Comparatively few 
records of Salmonella meningitis are extant in the litera- 
ture, and of these the great majority have appeared within 
the last decade. Most of the reports describe single 
examples, but series of collected cases are published by 
Lynch and Shelburne (1930), Bahrenburg and Ecker (1937), 
and Guerra et al. (1940). The last-mentioned authors’ 
series is the largest, numbering 60 cases. Various Sal- 
monella types have been incriminated—Bact. paratypho- 
sum A (Eckert, 1910); Bact. paratyphosum B (Voigt, 
1922; Brahdy, 1925; Anderson, 1932); Bact. suipestifer 
(Boycott and McNee, 1936; Clifton and Werner, 1938) ; 
Bact. aertrycke (Aballi et al., 1937): Bact. panama (Kat- 
sampes and Bradford, 1940). Although these examples 
show that the Salmonella group as a whole possesses con- 
siderable powers of invasion, two members in particular 
are believed to have a special predilection for the meninges 
—Bact. enteritidis and Bact. enteritidis’ var. Dublin. 
Guthrie and Montgomery during a _ recent outbreak 
of enteritidis infection in young infants saw 10 cases 
with frank purulent meningitis due to this organism and 
1 caused by the Dublin bacillus. They quote other 
examples. 


The most striking fact concerning Salmonella meningitis 
which emerges both from our personal experience and 
from a survey of the literature is its marked tendency to 
affect infants—especially those in the neonatal period— 
rather than older children or adults. Nearly all the single 
case reports quoted concern babies under the age of 1 
year, in whom meningitis was a sequel to Salmonella 
invasion of the blood stream, which occurs more readily 
in very early life than at any other age period. In fact, in 
young infants Salmonella infections tend to produce lesjons 
guite distinct from those typically seen in adults. Simi- 
larly, young animals of various species are particularly 
susceptible to Salmonella infections (Hormaeche, quoted 
by Zerbino et al., 1940), and septicaemia with purulent 
complications due to the Dublin bacillus has been de- 
scribed in young calves by Bosworth and Lovell (1931). 


Infection apparently enters by way of the alimentary 
tract. Gross intestinal lesions do not, however, neces- 
sarily precede invasion of the blood stream. Sometimes, 
in’ fact, the gastro-intestinal tract appears normal, as in 
the present instance and in the cases of Symmers and 
Wilson (1908-9), Smith (1921), and Pesch (1926). Also 
Guerra ef al. (1940), who with others have extensively 
investigated Salmonella infections in Uruguay within recent 
years, found evidence of enteritis only in the minority of 
their fatal cases. They suggest that, as in other meningeal 
infections, the portal of entry is pharyngeal, with subse- 
quent invasion of the blood stream and localization in the 
meninges. 

The origin of the enteritidis strain was not discovered 
in our case. As the organism was isolated from our 
patient for the first time three weeks after admission to 
hospital it was thought possible that she might have been 
infected from another patient. Specimens of faeces from 
all the other inmates of the ward were therefore examined, 
but all were negative. Inquiry elicited no history of 
diarrhoeal disease either in the child’s family or in any 
member of the nursing staff before the onset of her 
illness. In infants contaminated cows’ milk must be con- 
sidered a likely source of Salmonella infection, particularly 
in the case of Bact. enteritidis and the Dublin bacillus, 
since these strains are among the commonest Salmonella 
invaders in cattle (Bosworth and Lovell, 1931), and at 
least two epidemics have been traced to infected milk 
(Kinloch, Smith, and Taylor, 1926; McAllan and Howie, 
1931). In the present case the milk supply could be 
excluded as a source of infection, since it was a bulked 
certified milk and was supplied to a large number of 
infants without mishap. The source of sporadic Salmon- 
ella infections often remains obscure, and difficulty in 
incriminating milk or some other article of food as a 
vehicle of infection may depend partly at least on the 
varying resistance of those consuming it, since even a 
small inoculum may produce disease in subjects so pecu- 
liarly susceptible as young infants, while a much larger 
dose may be borne with impunity by older individuals. 


Summary 


A case of double meningeal infection in a child is reported 
and the bacteriology of the condition is discussed. 

The literature is given of the few other cases that have been 
placed on record. 


We are indebted to Dr. W. M. Elliott, medical superinten- 
dent, Ruchill Hospital, for permission to use the case record. 
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A COMPARISON OF RESULTS OF 
SURGERY AND RADIOTHERAPY 
IN CARCINOMA OF THE 
CERVIX UTERI 


BY 


W. R. WINTERTON, M.B., B.Ch., F.R.C.S., 
M.R.C.O.G. 
Assistant’ Gynaecological Surgeon to the Middlesex Hospital 
and Soho Hospital for Women 


AND 


B. W. WINDEYER, M.B., B.S., F.R.C.S.Ed., 
F.F.R., D.M.R.E. 


Medical Officer in Charge, Meyerstein Institute of 
Radiotherapy, the Middlesex Hospital 


This series of 179 cases of carcinoma of the cervix shows 
the five-year results obtained in all patients suffering from 
this disease who were seen at the Middlesex Hospital 
during the years 1931-4 and who had received no previous 
treatment. They afford material for comparing the various 
methods of treatment adopted. These patients have been 
treated surgically by several members of the surgical staff, 
and by radiotherapy by the radiotherapy staff of the 
Meyerstein Institute of the Middlesex Hospital. We are 
indebted to them for permission to study and report their 
results. 

The importance of the series is that it gives the results 
obtained from the total number of cases of carcinoma of 
the cervix undergoing treatment at a single hospital when 
both surgical and radiotherapeutic methods have been 
available. Each patient was seen in the first instance by 
a surgeon with a view to the performance of Wertheim’s 
hysterectomy, and only those cases which were inoperable 
by reason of the extent of the growth, of age, or of general 
condition were referred for radiotherapy. In two cases 
radiotherapy was given because operation was refused. 
Sixty-four were treated by surgery, 104 by radiotherapy, 
and 11 received no treatment. 


The surgical cases consisted of 59 patients treated by 
surgery alone and 5 to whom post-operative x-radiation 


was given in addition. The radiotherapy cases were made 


up of 87 patients treated by a combination of radium and 
xrays, 14 treated by radium alone, and 3 treated by x rays 
alone. The 11 cases untreated consisted of 1 patient who 
refused treatment and 10 who, either on account of wide- 
spread dissemination of the growth or because of their 
hopeless general condition, were considered to be too 
advanced even for palliative measures. 


The surgical operability rate was 64 out of 179 cases— 
ie., 35.7%. The radiotherapy treatment rate was 104 out 
of 115 cases—i.e., 90.4%. Eleven cases (6.1%) were un- 
treated. The average age of the patients was 53.5 years, 
the youngest being 31 and the oldest 80. There were 9 
nulliparous women in the series (5%), and one of these 
was clinically a virgin. Histological confirmation of the 
diagnosis was obtained in 159 out of the total of 179 
cases, but such confirmation was obtained in every patient 
but one of those who survived five years. There were 152 
cases of squamous-celled carcinoma and 7 of adeno- 
carcinoma. All the patients treated have been kept under 
continuous observation for more than five years, with the 
exception of two who could not be traced. 


Classification of Cases 


The series of patients treated by radiotherapy has been 
divided into the four stages of the League of Nations classi- 
fication, which is as follows: 


Stage 1.—The growth is strictly limited to the cervix uteri. 
Uterus mobile. 


Stage 2.—Lesion spreading into one or more fornices with 
or without infiltration of the parametrium adjacent to the 
uterus, the uterus retaining some degree of mobility. 


Stage 3.—(a) Nodular infiltration of the parametria on 
one or both sides extending to the wall of the pelvis, with 
limited mobility of the uterus or massive infiltration of one 
parametrium with fixation of the uterus. (b) More or less 
superficial infiltration of a large part of the vagina with a 
mobile uterus. (c) Isolated metastases in the pelvic glands, 
with a relatively small primary growth. (d) Isolated 
metastases in the lower part of the vagina. [Generally speak- 
ing, all cases not falling into Stage 2 or 4 will be placed 
under Stage 3.] 

Stage 4.—(a) Cases with massive infiltration of both para- 
metria extending to the walls of the pelvis. (b) Carcinoma 
involving the bladder or rectum. (c) The whole vagina 
infiltrated (rigid vaginal passage), or one vaginal wall in- 
filtrated along its whole length with fixation of the primary 
growth. (d) Remote metastases. 

The League of Nations classification has not been used 
for the surgical series, which has been divided into two 
groups according to the results of histological examination 
of the glands removed at operation: (1) glands free from 
carcinoma; (2) glands invaded by carcinoma. It was 
often found at operation that patients clinically belonging 
to Stages | and 2 of the League of Nations classification 
had invasion of the glands and, conversely, that patients 
having extensive local growth had no invasion of the 
glands. 


Results 


Results have been assessed in terms of five-year survival 
rather than of cure. This has been done in order to avoid 
any difficulty in the interpretation of the significance of 
residual pelvic thickening following treatment. In fact, 
all the 26 survivors in the radiotherapy group remained 
free from signs or symptoms of disease during the five 
years following the completion of their’ single course of 
treatment. During the sixth year one patient developed 
lumbar pain without definite evidence of recurrence. She 
received a course of x-ray treatment, and now remains well, 
two years later. Of the 23 patients who survived five years 
following surgical treatment 2 had signs of recurrence of 
the growth during the fifth year and have since died. 


TABLE I.—Wertheim’s Hysterectomy 


Died of 


No. Died of ———| Un- Five-year - 

Treated | Operation ance traced} Survival 

Glands not invaded | 46 6 16 2 | 19 (41.3%) 
Glands invaded .. 18 5 8 1 0 4 (22.2%) 
Tol... ..| 6 | 10172% | 24 | 4 2 |23@6%) 


Five of the patients in Table I were given post-operative 
x-ray treatment. We can find no indication for the selec- 
tion of these patients, as 3 had no glandular involvement 
and in 2 the glands were involved. They all died before 
the end of the five-year period. 


TABLE I1.—Radiotherapy 


Died of 
vo. reatment ———} Un- 
Five-year Survival 
Treated | Mortality|-. Other | traced 
Cancer 

Stage 1 12 0 5 0 0 7 (58%) 

1 7/4 0 431 35.396 

ee. 43 2 27 1 0 13 (30%) 

36 2 32 0 0 2: 
Total 104 5 (4.8%) | 71 2 0 26 (25%) 
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The routine method of radiotherapy used has been the 
combination of the insertion of radium to the uterus and 
vagina by the Paris technique, and the application of x rays 
Eighty-seven patients were treated by 
this method. Before the adoption of this routine 14 cases 
were treated by radium alone. At this time a modification 
of the Stockholm technique was employed. Only one of 
these patients survived the five-year period. Three were 
treated by x rays alone as a palliative measure because their 
condition was so bad that radium could not be applied. 
Two of them died during the course of treatment, and the 
third shortly after it had finished. 


Combined Results of Surgery and Radiotherapy.—Out 
of the 179 who applied for treatment 49 survived five years 
—i.e., an absolute survival rate of 27%. If from the 179 
patients deductions are made of those untreated (11), 
those untraced (2), and those who died of other causes 
while free from disease (6), the relative survival rate is 
49 out of 160 cases—i.e., 30.6% 


Discussion 

With the two methods of classification employed it is 
difficult to compare accurately the results obtained by 
surgery with those obtained by radiotherapy, but such 
comparison is still of value. Even though cases treated 
by radiotherapy which are clinically Stages 1 and 2 may 
have glandular. invasion, a comparison of these groups 
with the surgical gland-free cases shows 44% five-year 
survivals treated by radiotherapy as against 41.3% of the 
surgical cases. 


The surgical cases with glands may be compared 
with the Stage 3 (c) radiotherapy cases—i.e., “* isolated 
metastases in the pelvic glands with a relatively small 
primary growth.” Almost all the remainder of the Stage 
3 radiotherapy cases must be regarded as inoperable, as 
can be seen from the relatively large number considered 
unsuitable for surgery and referred for radiotherapy. 
Nevertheless, comparison of the results of all the Stage 
3 radiotherapy cases of every category with the “ gland- 
invaded ” surgical cases shows 30% of five-year survivals 
from radiotherapy and 22.2% of five-year survivals from 
surgery. 

If the cases in Stages 1, 2, and 3 treated by radiotherapy 
are compared with all the surgical cases, both “ gland-free ” 
and “ gland-invaded,” then the figures show 35.3% five- 
year survivals from radiotherapy and 36% of five-year 
survivals from surgery—an approximately equal figure ; 
but there were 63% of Stage 3 cases in the radiotherapy 
figures and only 28°¢*in the surgical figures. 

These results were obtained with an operative mortality 
of 17.2% in the patients treated by surgery and with a 
treatment mortality of 4.4% in the patients receiving 
radiotherapy. In this series, moreover, consideration must 
be given to the fact that the results of radiotherapy were 
obtained in patients who had previously been rejected by 
a surgeon as unsuitable for surgery either on account of 
extent of growth or of poor general condition. The 
material for radiotherapy was therefore much inferior to 
that treated surgically, and allowance must be made for 
this in any comparison of these two methods of treatment 
based on this series. 

Conclusions 


In technically operable cases of carcinoma of the cervix 
a higher percentage of five-year survivals has been pro- 
duced by radiotherapy than by surgery. 

This result has been obtained with a much lower treat- 
ment mortality. 

In technically inoperable cases of carcinoma of the 
cervix a small percentage of five-year survivals has nome 
obtained by radiotherapy. 


Clinical Memoranda 


Friedlander Pneumonia successfully treated 
with Sulphapyridine 


The following case is an example of a rare type of acute 
lobar pneumonia which is not widely recognized in this 
country and is therefore probably often overlooked. Its signs 
and symptoms have been well described in two series of cases 
in America (Bullowa et al., 1937; Solomon, 1937), and there 
can be no doubt that it is a distinct clinical entity. It is 
characterized by profuse slimy brightly blood-stained sputum 
containing a pure culture of Friedlinder’s pneumobacillus, 
pronounced toxaemia, and a very high mortality (83°. in the 
first series mentioned and 97% in the second). If the patients 
survive long enough septic complications such as lung abet 
or empyema usually develop. 


Case HisToRY 


The patient, a man aged 43, was admitted to the Western 
General Hospital, Edinburgh, in March, 1939. He had been 
ill for five days with a cough, and during the past three days 
had been bringing up large quantities of slimy sputum which 
was heavily blood-stained. On examination he was very col- 
lapsed. There were typical signs of consolidation of the right 
lower lobe: this was confirmed by radiograph. His tempera- 
ture was 100° F., and the white blood count was 8,000 per 
c.mm. His sputum, which was quite unlike the usual rusty 
sputum seen in acute lobar pneumonia, contained many 
Friedlinder pneumobacilli but no other organisms. Blood 
culture was negative, and remained so. 


He was immediately given four 0.5-gramme_ tablets of 
sulphapyridine, and four more two hours later, and then two 
tablets four-hourly. His temperature fell to normal in forty- 
eight hours, with marked clinical improvement, but rose again 
after a further twenty-four hours, and two days later he 
developed a right-sided empyema. The pus contained a pure 
growth of Friedlainder’s pneumobacillus. He was treated by 
rib resection and drainage, and made an uninterrupted re- 
covery. Sulphapyridine was stopped six days after admission, 
a total dosage of 32 grammes having been given. 


DISCUSSION 


In a disease with such a mortality the mere survival of a 
patient following use of sulphapyridine suggests that the drug 
is potent against the bacillus. This was supported by the rapid 
clinical improvement in the early stages of treatment. The 
development of an empyema does not indicate that the drug 
was without value, as such a development is common in acute 
pneumococcal lobar pneumonia, in which the value of the 
drug is of course undoubted. 


I have been unable to trace any other detailed report of 
treatment of a similar case, but Long and Bliss (1939) have 
had good results in experimental infections in mice, and they 
recommend the use of the drug in any Friedlander infection 
in man. Meyer and Antman (1939) report the successful 
treatment of a case of septicaemia due to the bacilius, the 
source of infection being unknown. 

It is obviously impossible to generalize from one case, but 
it is hoped that mention of it may help to draw attention to 
the existence of this interesting condition and to the possibility 
of its successful treatment. 


My thanks are due to Prof. Stanley Davidson for act 
mission to publish this case. 


FRASER SINCLAIR, M.D. 

Surg. Lieutenant, R.N.V.R.; 
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Reviews 


POSTGRADUATE LECTURES IN MEDICINE 


Edinburgh Post-Graduate Lectures in Medicine. Volume 
I. 1938-9. By Various Authors. (Pp. 513. 10s. 6d. 
net.) Edinburgh and London: Published for the Hony- 
man Gillespie Trust by Oliver and Boyd. 1940. 


The high standard of clinical teaching has earned the 
Edinburgh School of Medicine a great reputation in the 
past. Since 1906 the growing need for postgraduate 
instruction has been met by holding vacation courses, and 
such three-weeks courses arranged for general practitioners 
have been highly successful and well attended. For two 
years before the war a more prolonged period of post- 
graduate training had been arranged and full numbers of 
entries were obtained. It is likely that further facilities 
will be needed and offered. Towards the cost of this a 
grant has been made by the Honyman Gillespie Trustees 
and a first series of lectures is published in a convenient 
volume, being reprinted from the Edinburgh Medical 
Journal. It is prefaced by a summary of the aims and 
attainments of the Postgraduate Executive Committee by 
its chairman, Dr. Edwin Bramwell, whose subsequent 
lecture on the pupil reactions is a model of clarity with 
a proud account of the contributions of alumni of the 
Edinburgh school to knowledge of the subject. Robert 
Whyit described the reactions of the pupil to light and the 
consensual reaction; T. R. Fraser discovered the myotic 
action of physostigmin; Douglas Argyll Robertson is 
specially remembered in relation to the pupillary sign 
which bears his name ; while recently S. A. Kinnier Wilson 
and W. J. Adie have in their writings thrown further light 
on pupil problems. Other lectures on the nervous system 
deal with the visual path and its interruptions by disease, 
and with other problems of neurology, especially the 
syndromes of deficiency disease, and recent work on 
myasthenia and myotonia. 

Specialists have contributed to bring together an admir- 
able survey of recent advances and attainments in medicine, 
including circulatory problems by Prof. Ritchie and Dr. 
Rae Gilchrist, chest complaints by Dr. Fergus Hewat, 
Prof. Christie, and Prof. McNeil, renal disease by Prof. 
Lyon and Dr. Cameron, and hepatitis by Prof. McNee. A 
wide range of surgical subjects includes consideration of 
malignant disease of the colon by the late Sir David 
Wilkie and of the acute abdomen in children by Dr. 
Gertrude Herzfeld, while Prof. Illingworth gives an account 
of recent developments in the surgery of obstructive 
Jaundice and the factors concerned in the causation and 
control of haemorrhage during and after operation. Pro- 
thrombin deficiency, which is the basis of the diminished 
clotting power of the blood, is found in two distinct con- 
ditions—jaundice and biliary fistula—suggesting that the 
deficiency may be due to faulty absorption of some sub- 
Stance from the intestinal tract owing to the lack of bile ; 
favourable reports have been submitted on the value of 
INtramuscular injection of vitamin K. Other surgical 
problems dealt with are cancer of the breast, toxic goitre, 
cancer of mouth and jaws, the results of ureteral trans- 
Plantation, and the treatment of haemorrhoids. 

Other subjects of general interest are the development of 
Physical education and assessment of capacity for exercise 
and even some vocational guidance attained in the last ten 
years by thegnew Department of Physical Education ; the 


advantages of occupational therapy among convalescent 
and chronic patients and the feeble-minded ; and especially 
a sound and wise consideration of the use of intelligent 
psychotherapy in general practice by Dr. T. A. Ross. The 
volume is a good addition to the practitioner’s library. 


DENTAL ANAESTHESIA 


Essentials of General Anaesthesia: With Special Reference 
to Dentistry. By R. R. Macintosh, M.A., M.D., F.R.C.S., 
D.A., and Freda B. Pratt, M.D., D.A. (Pp. 324. 25s. 
net.) Oxford: Blackwell Scientific Publications Ltd. 
1940. 


Any book written by the Nuffield Professor of Anaes- 
thetics and his first assistant would compel attention, and 
this one certainly deserves it. In order to avoid dis- 
appointment the subtitle of this volume should be 
remembered, and it will then be realized that it is not 
meant to be a textbook on anaesthetics as a whole. The 
groundwork of the subject is covered, but detailed tech- 
niques are given for dental anaesthesia only. A_ short 
historical summary is followed by an excellent and up-to- 
date account of the theory and signs of general anaes- 
thesia. Premedication and full details of every method 
applicable to dental surgery are discussed, the chapter on 
endotracheal anaesthesia being a particularly good one. 
Difficulties and emergencies are dealt with in a more 
practical manner than is often the case. The chapter on 
general analgesia is long overdue in a textbook published 
in this country. The conservative attitude of the medical 
profession to this subject is illustrated by a recent corre- 
spondent to.a leading medical journal who denied that 
such a condition existed. 

Some of the views expressed in this book would not be 
endorsed by the majority of anaesthetists. An example of 
this occurs in the chapter on “status lymphaticus,” in 
which the work of such authorities as Sir Bernard 
Spilsbury in this country and E. H. Campbell and W. N. 
Kemp in America seems to have been disregarded. As a 
whole, however, the theoretical parts are sound, sane, and 
well balanced. A minor criticism of a style which is usually 
meticulously accurate is the use of the term “local anaes- 
thesia” for “local analgesia.” American influence is 
apparent throughout, but it is not carried to excess, and 
the real advances which have been made in the New 
World have been judiciously used. The printing is excel- 
lent and the illustrations deserve special praise. Most of 
them are original and many are in colour, a method that 
is particularly effective in dealing with such subjects as 
cyanosis and tissue oxidation. 

This book should prove most useful to students for 
supplementing routine lectures on the principles of anaes- 
thesia, and also to all who wish to perfect themselves in the 
techniques of dental anaesthesia. 


SPECIALTIES IN MEDICAL PRACTICE 


Specialties in Medical Practice. Edited by Edgar van Nuys 
Allen, M.D. With a foreword by Donald C. Balfour, 
M.D., F.A.C.S., F.R.C.S., F.R.A.C.S. Volumes I and II. 
(Pp. 934; 300 illustrations.) New York and Edinburgh: 
Thomas Nelson and Sons. 


These two volumes on the specialties in medical practice, 
which are issued as a supplement to the Nelson series of 
loose-leaf publications on systematic medicine, will appeal 
to the medical man who wishes to supplement his courses 
of postgraduate study or to bring his knowledge up to 
date ; the specialist may find the matter too superficially 
treated. They will also be welcomed by the general 
practitioner, for nearly one-half of the contents are 
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devoted to simple conditions of the eye, ear, nose, and 
throat, their diagnosis and treatment; to fairly detailed 
instructions on the management of pregnancy, ante- 
partum, labour, and the puerperium ; to the diagnosis and 
operative or other treatment of gynaecological conditions ; 
and to the examination of urological and proctological 
cases. 

But they will appeal especially to the practitioner who 
cannot easily call in the help of, or refer his patients for 
treatment to, specialists. For example, the treatment of 
haemorrhoids is described in detail from simple cleansing 
and supporting measures to the technique of injections 
and of amputation and plastic operations. In a chapter 
of about 100 pages Dr. W. O. Thompson covers all the 
essential knowledge of endocrinology. Most of the syn- 
dromes associated with affections of the various glands of 
internal secretion are dealt with adequately, and though 
the dietetic management of obesity and diabetes mellitus 
can only be sketched in, it is remarkable how much useful 
information the contributor has brought together. There 
is a good summary by Dr. D. L. Wilbur of available 
knowledge of vitamins and vitamin deficiency diseases, 
while the discussion of the phenomena of allergy by Dr. 
Frank A. Simon is of practical value to those who are 
called upon almost daily to treat bronchial asthma, 
urticaria, hay fever, and allergic forms of eczema. A 
short and practical note on management of common joint 
and bone lesions is contributed by Dr. Don King. The 
review of neurology by Dr. Henry R. Viets is well written 
and useful for reference, and includes a helpful discussion 


-of methods of treatment. The section on extrapyramidal 


lesions is especially good. 

There is some disproportion in the space devoted to 
certain diseases. For example, the article on disseminated 
sclerosis is very short, not much more than half a page, 
while that on rabies is more than twice as long. Tabes 
dorsalis is not considered except in differentiation from 
peripheral neuritis, while general paresis is dealt with in 
the section on psychiatry. In different countries the inci- 
dence and importance of diseases vary, and this work is 
written for practice in the United States. The loose-leaf 
system allows new sections to be added or old ones to 
be replaced without interfering with the book as a whole. 
A further section on venereal diseases is projected. 


BONE AND JOINT INJURIES 


Fractures and Other Bone and Joint Injuries. By R. 
Watson-Jones, B.Sc., M.Ch.Orth., F.R.C.S. Second edition. 
(Pp. 724; illustrated. 50s., plus Is. postage.) Edinburgh: 
E. and S. Livingstone. 1941, : 


That a second edition of this large and expensive volume 
should be required within one year is a high compliment 
to the author, and is amply merited. A fresh perusal con- 
firms the very high opinion which we formed of its value 
when it first appeared, and it will certainly become an 
English classic on the treatment of fractures. The chief 
alteration in the second edition is the chapter on war 
wounds, which has been entirely rewritten, and as this 
includes a full discussion of the treatment of open and 
infected fractures and the closed plaster technique its value 
at the present time will be obvious. That it should be 
possible to obtain perfect functional results, in the grave 
injuries described and illustrated, by so simple a method 
as a Closed plaster must be wellnigh incredible to a 
surgeon brought up in the elaborate antiseptic methods 
current in the last war. There can, however, be no ques- 
tion as to the soundness of the method, provided that it 
is properly carried out, and the excellence of the results 
obtained. 


‘Notes on Books 


Few users of microscopes know all that they should abou 
them, from the medical student who often does not even under. 
stand how to keep them in order to the microbiologist who 
perhaps uses apochromatic objectives without really under. 
standing their construction. These deficiencies in knowledge, 
whether of elementary technique or of the science of Optics 
as applied to microscopy, can be made good by reading The 
Microscope, by R. M. ALLEN (Chapman and Hall, 15s.), a work 
which is technical enough to be useful and yet simple enough 
to be intelligible. The main chapters on the structure and use 
of the microscope are preceded by a short account of its 
historical development, and followed by a long chapter on 
the preparation of material for microscopical examination, 
the methods described including those employed not only in 
histology and microbiology but in entomology, petrography, 
and metallurgy. Each of these and the subject of photo- 
micrography are too briefly dealt with for the account of them 
to serve alone as a practical guide. There is little to criticize 
in the main part of the book, but room might be found for 
an account of the construction of the modern binocular tube, 
for instructions on how to find out whether a condenser is 
out of centre, and perhaps for a “ fault-finding table” as 
supplied for motor cars. The illustrations mostly depict instru- 
ments of American or German manufacture, and the author 
deplores the failure of English makers to introduce their 
products in the U.S.A., since “some of their designs are very 
appealing to discriminating microscopists.” We on our side 
of the Atlantic may well hope that British firms will make the 
best possible use of present opportunities. 


A Guide to Human Parasitology for Medical Practitioners, 
by Prof. D. B. BLacKLock and Dr. T. SOUTHWELL, appeared 
originally in 1931 and has already reached a fourth edition 
(H. K. Lewis and Co., 12s. 6d.). Parasitology in the sense 
in which the word is used by the present authors includes the 
spirochaetes (but not the bacteria), also protozoa, platyhel- 
minths (tapeworms and flukes), and nematodes. There is also 
a short section on myiasis, and this is perhaps the least satis- 
factory part of the book. The work also contains much 
general matter, such as an introduction to the use of the micro- 
scope, notes on the study of material, etc., and also much tabu- 
lated fact on the geographical distribution of worms parasitic 
in man, or those that are spread by water, by meat, and by 
various other channels. The reader may perhaps feel that the 
book is rather disjointed and that it is a series of condensed 
notes rather than a continuous whole, but it is admirably 
clear and brief and well illustrated, though one could wish 
that the magnification of the figures were more frequently 
given. The book is widely used not only by those who 
require a formal knowledge of tropical medicine and public 
health but by many practitioners and laboratory workers in 
all warm parts of the world. 


The design of the little book A Course in Practical Bio- 
chemistry for Students of Medicine, by A. T. CAMERON and 
Frank D. Waite, is such that it offers greatest value when 
used in conjunction with the senior author’s well-known and 
popular Textbook of Biochemistry, but the rapidity with 
which new editions have been called for tells of its own 
success. Some of this is due to the fact that it does not fall 
into an error-commonly made by authors—that of loading 
elementary students with an embarrassing amount of detail. 
This volume (fourth edition, J. and A. Churchill, 9s. 6d.) 
aims at simplification, and excludes all but the essentials. 
Occasionally the process is overdone, with the result that 
instructions in some places seem a little bare. The authors 
rely mainly on well-tried and long-established methods, though 
where recent work has provided clearly improved forms of 
test they have not hesitated to adopt them. Thus, for 
example, in regard to carbohydrates we find the diphenyl- 


‘amine test for fructose, the Sumner-Bial reaction for pentose, 


and the diazo-uracil test for sucrose—all of fairly recent 
origin. For so important a practical exercise the blood urea 
determination receives less space than it deserves, and, more- 
over, as the method stands it falls technically below the best 
that could be recommended for teaching to studgnts. 
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LICE AND DISEASE 


Both varieties of the human louse, Pediculus humanus, 
were found in England before this war, but whereas 
the body louse, Pediculus humanus corporis, was seen 
comparatively rarely, the head louse, Pediculus humanus 
capitis, was much more common. The body louse was 
usually considered to be restricted almost entirely to 
vagrants, and although occasionally as much as 5%, 
of a draft of Army recruits has shown signs of infes- 
tation, among the general mass of recruits and hospital 
patients well under [%, have had any body vermin. 
The head louse, on the other hand, was always ex- 
ceedingly common. In a recent extensive survey on 
behalf of the Board of Education and the Ministry 
of Health Mr. Kenneth Meilanby' has shown that in 
our industrial cities nearly 50°, of the girls and 30%, 
of the boys—at least in the poorer sections of the 
community—had verminous heads during the year im- 
mediately before war was declared. The majority of 
these children had some live lice in their hair and 
not merely a few nits. In rural districts the situation 
was much more satisfactory, and it was rare to find 
more than 5%, of any group of country children with 
head lice, although there is evidence that thirty years 
ago rural children were as frequently verminous as 
urban children are to-day. The crab louse, Phthirius 
pubis (often called Pediculus pubis), is in peacetime 
probably about as common as the body louse. _ Infes- 
tation is usually, but by no means always, venereal, 
and so crab lice may be expected to increase somewhat 
in wartime. There is probably much less danger of 
a general infestation throughout the population with 
Phthirius as compared with Pediculus, but the possible 
importance of the crab louse should not be entirely 
overlooked. The small peacetime reservoir of body 
lice and the widespread population of head lice might, 
under conditions favourable to the insects, give rise to 
practically universal infestation. Unless effective pre- 
cautions are taken during the war, when so many 
people are living in shelters and are often unable to 
change their clothes, and when washing and laundry 
facilities are among those most easily disorganized, 
conditions may arise which will be ideal for the louse 
to increase and multiply. 

The life history of both varieties of Pediculus 
humanus is similar: the female lays up to ten eggs 
a day; these may hatch within ten days, and after 
a further period of ten days the adults appear. If 
lice or their eggs are kept away from the body during 
part of the day their metabolism is reduced and the 
period of the life history greatly prolonged. At no 
Stage can a louse live more than a month away from 
man, who is the insect’s only source of food. Prof. 
Buxton? * has shown that if breeding is not checked 
a single female might produce 120 daughters and 14,400 


1 Med. Off., 1941, §5, 39. 
2 The Louse. By P. A. Buxton. London, Arnold, 1939. 
3 British Medical Journal, 1940, 2, 603. 


granddaughters, and within a short time a small louse 
population may increase to alarming proportions. The 
body louse is normally kept in check, except among 
the few vagrants who are chronically infested, by 
such simple measures as removing the day clothes 
at night (this alone will halve the rate of breeding) 
and by changing underwear, which removes the bulk 
of both eggs and other stages of the insect. If these 
things are done regularly, even in the face of frequent 
reinfestation, the parasites are unlikely to establish 
themselves on a new host. With the head louse most 
infestations are fairly light, and the ordinary combing 
of the hair, though ineffective in exterminating the 
parasite, serves to keep the population down to fairly 
small numbers; but if this combing were neglected, 
even for only a few days, these lightly infested heads 


would soon bear enormous populations and spread 


the infestation rapidly elsewhere. 

If lice increased greatly their presence and the irri- 
tation of their bites would cause a great deal of dis- 
comfort, and it is probable that the inability to keep 
free from parasites might have a dangerous effect on 
the morale of large sections of the population. The 
possibility, however, of the appearance of louse-borne 
disease is of even greater importance. Typhus was 
formerly not uncommon in England, and if it were 
reintroduced at a time when lice were common (and 
transmission by both head and body lice is possible) 
a disastrous epidemic might occur. It is true that 
during the last war typhus never established itself on 
the Western Front, and some workers consider that 
for this reason it is unlikely to reappear in England, 
but the risk is one that cannot be ignored. With troops 
returning from areas where typhus is endemic, the 
introduction of the disease into England might be diffi- 
cult to prevent. It must also be remembered that 
typhus is one of the few diseases that could be intro- 
duced by enemy action, for infected lice or infected 
louse faeces could be spread over our cities from 
aeroplanes, and the insects would easily survive even 
if dropped from very great heights. Relapsing fever, 
transmitted by lice, is also endemic in Eastern Europe, 
and this disease might similarly be introduced into 
England. As trench fever disappeared almost imme- 
diately after the last war its causation is imperfectly 
understood, but it is certainly transmitted by lice, and 
if the insects became common it might well reappear, 
this time among the civilian population. 

If peacetime standards of cleanliness and hygiene can 
be maintained, then the louse menace will be avoided. 
It will be necessary to provide abundant facilities for 
hot baths and obtaining clean underwear for those 
whose homes have been damaged or where the public 
utility services have been put out of action. All 
cities should have ample supplementary disinfestation 
premises available in case of air-raid damage to the 
usual centre or in case there is a sudden increase in 
the number of parasites, for it is the disinfestation 
centre that should deal with the very verminous indi- 
viduals who form the reservoir of body lice. Any 
measures taken at once to prevent an increase in infes- 
tation will be much more effective than those which 
will become necessary if we wait until the louse popu- 
lation has got out of hand. As well as the simple 
hygienic measures suggested above, recent research has 
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shown that certain insecticidal powders whose formulae 
are not yet published may be effective in checking 
infestation for many days after a single application 
of the powder to the underclothing.* If this work 
could be put into practice a great advance would be 
made, and an added protection would be available to 
those temporarily unable to live under civilized hygienic 
conditions. But our ideal must always be that such 
measures, useful as an added protection, should never 
be considered as the main defence against lousiness. 
With regard to the head louse, although this parasite 
is most common in children, adults are by no means 
immune, for Mr. Mellanby finds' that even in pre-war 
conditions as much as 10%, of adult women may be 
infested, sometimes very heavily. Even under war 
conditions these women could keep their heads free 
from vermin by thorough combing, particularly if this 


’ were done by using a specially made fine steel comb ; 


suitable publicity on these lines should prove effective 
in preventing much increase. Use can also be made 
of the various liquids available which will easily kill 
all head lice and their nits ; 70%, alcohol (made from 
methylated or rectified spirit and applied so that the 
hair is kept wet for about an hour) appears quite 
efficacious and is perhaps the simplest.** It seems not 
unlikely that the war will greatly reduce the incidence 
of head lice among children who are evacuated to rural 
areas. Here they will learn to conform to a new 
standard of cleanliness by living among people who 
have come to know that the head louse may be easily 
dealt with by themselves in the home and who do not 
therefore feel dependent on a highly organized service 
provided by the State to deal (as it happens, not very 
effectively) with such problems. It must be realized 
that, in the case of both head and body lice, if the 
people likely to be infested can be made to co-operate 
in combating possible infestation, then the problem 
will be far on its way towards solution. 

If total extermination is impracticable, it is obviously 
important that the louse should be kept in check in 
order to prevent a widespread degree of discomfort, 
which may be a danger to morale, and to avoid the 
possibility of louse-borne disease. So far as the body 
louse is concerned this can be attained by the main- 
tenance of peacetime standards of hygiene. The war 
may even be made the opportunity for improving the 
situation by making the nation conscious of the de- 
plorable hygienic standards which allow the degree of 
infestation by the head louse found even in peacetime. 


CARCINOGENS IN THE LIVER 


Are cancer-producing substances commonly present in 
the body under ordinary conditions? This is now one 
of the problems of Medicine. A few substances of 
proved carcinogenic power—tar and certain lubricating 
oils, for example—are met with in industry, but these 
account for only a small proportion of the cancers 
which appear in man. How are the great majority 
caused?—by naturally occurring carcinogens, hor- 
monal or other? Chemists have produced large 
numbers of new carcinogens for research purposes, 
but of these not one is known to occur in the body 
under ordinary conditions. At first methylcholanthrene 


aroused special interest, for here at last was a carcino- 
gen which might conceivably be formed in the body by 
simple chemical transformation of deoxycholic acid, 
normal constituent of bile. As yet, however, there is 
no evidence that such intra vitam transformation does 
in fact take place. Some few common substances—as, 
for example, sugar in rats and lard in fowls and mice 
—may on rare occasions give rise to tumours at the 
site of inoculation, but of all the potent carcinogens 
hitherto found only the ovarian hormone is ordinarily 
present in the body. Painted on the skin of mice or 
injected subcutaneously, oestrone readily produces 
mammary tumours, the actual incidence depending on 
the strain of mouse. There is evidence, too, that 
ovarian hormones do, sometimes at least, play a part 
in the causation of naturally occurring mammary 
carcinomas in women. 

Are there still unknown carcinogens to be dis- 
covered in the body? For the past five years Prof. 
Shabad of Leningrad has been working on this prob- 
lem. In earlier papers he claimed that bile from 
cancerous human subjects contains a carcinogen which 
is demonstrable by experimental means. Now Kleinen- 
berg, Neufach, and Shabad* report that tumours can 
be induced in mice by repeated injections of benzene 
extracts of human liver. Extracts from non-cancerous 
subjects are definitely active, and extracts from cancer- 
ous subjects show considerably greater activity. The 
resulting tumours in mice are of many different kinds, 
and include benign and malignant tumours of con- 
nective tissue, mammary glands, skin, sebaceous glands, 
maxillae, stomach, and liver. The type of the tumour 
which affected the human subject from whom the liver 
was taken had no effect on the type of tumour pro- 
duced in mice. Moreover, most of the mouse tumours 
appeared in parts of the body remote from the site 
of inoculation. 

If we accept the findings of Shabad at their face 
value we must conclude that pervading the human 
system there is something which when present in excess 
becomes manifest in a liability to neoplastic disease, 
and we must conclude, too, that this liability is to 
all kinds of neoplastic disease and not simply to one 
histological type alone. The results obtained in the 
principal experiment appear to be significant, though 
the number of reacting animals is small; for 
if we consider only mice surviving eight months or 
more, which seems fair, and exclude all benign 
tumours, which seems a little hard, we find 2.3%, malig- 
nant tumours (all kinds) in the controls, 5.5% in mice 
receiving extracts from livers of non-cancerous sub- 
jects, and 22.2% in mice receiving extracts from livers 
of cancerous subjects, the actual figures being 9, 3, and 
24 cancerous mice respectively. The effective sub- 
stance seems unlikely to have been produced during 
the extractions, as excessive heating was always avoided. 
In any case the extracts of livers from non-cancerous 
subjects formed valid controls. And yet on general 
grounds one hesitates to accept the evidence. If a 
carcinogen of entirely general properties were really 
present in the body to the extent and with the fre- 
quency suggested by the experiments, and if it were 
really responsible for the majority of human cancers, 
then it might perhaps be expected that multiple primary 


4 Amer. J. Cancer, 1940, 39, 463. 
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tumours, or even completely generalized primary condi- 
tions, would be more prevalent in man, and also in 
Shabad’s mice, than observation shows. It would seem 
that no entirely general infiuence can offer a complete 
explanation of established facts. Surely more special- 
ized causes must determine the differences in geo- 
graphical distribution observed among the various kinds 
of cancer which afflict mankind—must determine, for 
example, why throughout a large part of Wales the 
incidence of cancer of the stomach is over 40%, higher 
than the average for England and Wales taken as a 
whole, while in the same region cancer of the vagina 
is some 30%, lower than the average.” Surely highly 
specialized factors must be invoked to explain why one 
person gets this kind of cancer and another that. 
Nevertheless—and the situation is a curious one—we 
accept Oestrone as a genuine cause, although it affects 
mammary glands from distant sites of injection and 
although we cannot say in any given case why the 
primary malignant focus arose just where it did rather 
than at some other point. 

Another search for carcinogenic substances naturally 
present in the human liver is reported in two papers 
which are somewhat closely associated. One is by 
Des Ligneris* of Johannesburg and the other is by 
Hieger' of the Royal Cancer Hospital. The work 
derives from the fact, supported by a number of autho- 
tities, that throughout both Asia and Africa primary 
cancer of the liver is rare among Europeans, whereas 
among Malays in the Dutch East Indies and Bantus 
in South Africa primary cancer of the liver is common, 
especially in males. The cause of this difference in 
incidence is not known. Some think it may not be 
so much a question of race as of racial habits. It is 
said that the livers of practically all Bantus, even the 
supposedly normal, show cellular changes highly sug- 
gestive of assault by some toxin. Des Ligneris made 
extracts of both European and Bantu livers, omitting 
cancerous areas. He treated with alcoholic potash 
and then extracted with petroleum ether, a method 
suggested by Hieger. He painted mice and obtained 
a number of skin papillomata and epitheliomata with 
extracts prepared from both cancerous and non- 
cancerous Bantu livers, but no tumours with extracts 
prepared from non-cancerous Europeans. Hieger' used 
extracts of livers obtained from Bantus and from 
Europeans. Twelve tumours have appeared so far in 
367 mice receiving repeated injections, but the figures 
are somewhat misleading when thus summarized. 
Extracts differed very greatly in potency. In one ex- 
periment tumours appeared in seven out of ten mice 
receiving extracts of livers from cancerous Europeans. 
The amount of extract obtained from a single liver is 
always small, so that even a very few mice can receive 
repeated doses only when several extracts are avail- 
able. This explains the difficulty in tracking down the 
source of variations. It was thought that livers from 
cases of lymphosarcoma have given the most potent 
extracts. 

It is difficult at present to trace the interrelationships 
between the findings of the workers in these several 
laboratories. All have investigated liver, but there 


*P. Stocks. Annual Reports of the British Empire Cancer Campaign for 
1936, 1937, 1939. 

* Amer. J. Cancer, 1940, 39, 489 

496. 


have been differences in the source of the liver, in the 
methods of extraction, and in the methods of test. 
Hieger’s results agree with those of Shabad in that 
tumours were indeed obtained in mice by injections of 
liver extract, but differ materially from his in that the 
tumours were all alike in type (sarcoma) and in that 
all appeared at the site of injection. Continued experi- 
ment should solve such perplexities. 


HEALTH OF NEW YORK CITY 


To statisticians and epidemiologists the value of health 
returns depends on their accuracy and the detail of 
their analysis. Time is needed to achieve these objects. 
But delay in the publication of vital statistics detracts 
from their interest as a measure of the recent progress 
of the public health. A statement of the incidence of 
infectious diseases in England and Wales in 1940 issued 
a few weeks ago by Sir Wilson Jameson was a grati- 
fying break with tradition, but even in peacetime we 
have usually to wait some months after the end of a 
year before we receive somewhat sparse preliminary 
information as to birth and mortality rates. The Health 
Commissioner of New York (Dr. John L. Rice) has 
demonstrated that difficulties can be overcome. On 
January 1, 1941, he issued a preliminary report on the 
health statistics of the city for 1940, running to fourteen 
pages of foolscap and analysing in considerable detail 
the death rates by cause and the case rates of the 
common infectious diseases. When it is realized that 
New York, with a population of 7,392,000 persons, is 
nearly twice the size of the administrative county of 
London this promptitude is seen to be an achievement 
which should not be beyond the powers of our own 
larger cities. Provisional statistics issued at the close 
of a year either by local medical officers of health or 
by the Registrar-General would differ to such a small 
extent from the final figures that they need be in no 
respect misleading. 

The New York statistics themselves are remarkable 
when it is remembered that the people of this city, 
like other large towns of the U.S.A., is of highly mixed 
origin and includes many negroes, Filippinos, and other 
coloured races with a high susceptibility to some of 
the most mortal diseases. The crude death rate was 
10.3 per 1,000. Poliomyelitis continued to be infre- 
quent, as it has been for the past five years, and, 
perhaps of more interest to us in the light of our 
recent experience, only forty-eight cases of cerebro- 
spinal fever were notified. The deaths, numbering 
fifteen, suggest that reporting of cases may have been 
imperfect, if it can be assumed that chemotherapy is 
as efficacious in America as it is here. While the 
incidence of scarlet fever was heavy and measles rather 
high, the mortality from these diseases was unusually 
low, being 0.9 per 100,000 under 15 years of age for 
scarlatina and 0.7 per 100,000 under 5 years for measles. 
The prevalence of whooping-cough was a little below 
the average for the previous ten years, but it was much 
more fatal than measles, with a mortality rate of 10.8 
per 100,000 under 5 years. A new low record for 
typhoid—0.2 per 100,000 at all ages—contrasts with a 
rate of 9.2 for appendicitis and illustrates the changing 
problems of preventive medicine. This is further re- 
flected in the growing toll of the chronic diseases of 
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later life; with a uniform denominator of 100,000 
the rate for diabetes has risen from 25.7 in 1930 to 
42.0 in 1940, for cancer from 117.0 to 166.3, and for 
diseases of the heart, arteries, kidneys, and for apoplexy 
from 381.6 to 473.3. Dr. Rice points out that these 
increases are mainly due to the ageing of the popula- 
tion, although more frequent diagnosis is also a factor 
in the case of diabetes and cancer. 

The most striking figures, however, are those for 
tuberculosis, diphtheria, infant mortality, and puerperal 
mortality. The death rate from all forms of tuber- 
culosis has fallen from 73.3 per 100,000 in 1930 to 
49.0, the respiratory tuberculosis rates being 64.2 and 
44.9 in these years. The rates for New York in 1938 
were 52.5 (all forms) and 47.7 (respiratory), as com- 
pared with 72.3 and 63.7 in the administrative county 
of London. The decline in diphtheria has been pheno- 
menal. An intensive campaign for immunization began 
in 1929. The average annual number of cases notified 
in 1920-9 was 10,685 and the deaths 684. The sub- 
sequent. decline has been rapid and practically con- 
tinuous until in 1940 only 408 cases and ten deaths 
occurred, giving a mortality rate of 0.7 per 100,000 
children under 15. This may be contrasted with the 
rate for England and Wales, similarly calculated, of 
31.0 or more in recent years. Six health centre areas 
with an aggregate population of 1,400,000 have had 
no death from diphtheria for the past three years. 
While a substantial fall was already taking place in 
New York before immunization could have had much 
effect, it is certain that the continuity and the magnitude 
of the decline over a period of eleven years admit of 
no natural explanation. The infant mortality rate of 
34.9 per 1,000 live births is the lowest so far attained. 
The’ steady fall in this rate is not associated with an 
exceptionally low birth rate, although it dropped from 
20.8 per 1,000 of the population in 1920-9 to 13.7 in 
1936 and gradually recovered to 14.5 in 1940. Some of 
the American States, such as Connecticut and Massa- 
chusetts, have equally low infant mortality rates, as 
have New Zealand and Australia, but the New York 
figure is likely to be a record for a large city. It is 
stated that over 60° of the infant deaths occurred in 
the first week of life, so that the number dying after 
the neo-natal period—that is, beyond 4 weeks of age— 
‘must be phenomenally low. A steep fall has also taken 
place in puerperal mortality from 6.4 per 1,000 live 
births in 1933 to 3.0 in 1940. The drop therefore began 
before sulphonamides were widely used in the treat- 
ment of puerperal infections, but it has been steadier 
since 1935 and resembles our own rate in this respect. 
The causes of puerperal mortality are not given, but 
they may be found to follow the same course as Dublin 
has revealed for the whole Federal Union'—namely, 
a more rapid decline of non-septic causes up to 1935, 
followed by acceleration of the fall of sepsis from that 
year onward. When it is remembered that obstetric 
practice in New York differs from ours in that a far 
higher proportion of confinements takes place in hos- 
pitals and domiciliary midwives are engaged for com- 
paratively few cases, the contemporaneous improvement 
in maternal mortality casts doubt on some of the 
theories which have moulded opinion in this country. 


1 Dublin, L. I. (1939). The Problem of Maternity—A Survey and Forecast. 
Amer. J. publ. Hith., 29, 1205. 


TRICHINIASIS IN ENGLAND NOW 
An outbreak of trichiniasis in this country, and the delay 
in recognizing it, make it advisable to remind medical 
men of some of its outstanding features. No disease is 
more likely than trichiniasis to pass unrecognized, because 
its symptoms, except in the severest cases, are COmmon- 
place in the last degree and easily explicable in a dozen 
other and apparently more probable ways. Its clinical 
manifestations are protean. The first effect of eating pork 
containing living cysts of Trichinela spiralis is upper 
abdominal pain with vomiting and diarrhoea, the latter 
often persisting, although its severity and duration are 
very variable, until the stage of invasion of the bowel 
mucosa by the mature female worms. Each of these pro- 
duces a thousand or more embryos, which enter the blood 
stream and come to rest in the voluntary muscles. A 
second stage then begins, on about the ninth day after 
consumption of the infested meat, which is characterized 
by generalized muscular pain and tenderness and by fever. 
An apparently banal gastro-enteritis is thus succeeded by 
an equally commonplace attack of “rheumatism.” This 
stage may be of any degree of severity, according to the 
number of parasites present. Lightly infested cases are 
almost certain to be disregarded, unless during a recog- 
nized epidemic. There may be nothing else than puffiness 
of the eyelids, and renal disease may be suspected, the 
absence of albuminuria dissolving the suspicion. The 
more severe compel attention by the height of the fever, 
the severity and wide distribution of muscular pain accom- 
panied by swelling and marked induration, and sometimes 
by oedema, which affects the face, especially the eyelids, 
at an early stage, and sometimes much later the limbs and 
even the trunk. The condition of the muscles interferes 
not only with limb movements but with mastication and 
respiration ; embarrassment of respiratory movements 
owing to involvement of the diaphragm and _ iniercostals 
may lead to pneumonia. These severe cases, which also 
exhibit rapid wasting, are exceptional; in the majority 
the attack passes for one of rheumatism or influenza, 
although its duration—about five weeks—will eventually 
cast some doubts on the latter diagnosis. Other conditions 
provisionally diagnosed in the present outbreak are 
cerebrospinal meningitis, melancholia, paralysis, pyelitis. 
But the common syndrome is puffiness of the eyes and 
face, a raised temperature for two to three days, followed 
by eosinophilia. Whenever trichiniasis is suspected the 
first investigation should be a differential leucocyte count. 
Eosinophilia in this disease is extreme, 20 to 60% of 
these cells in a raised total leucocyte count being common. 
Medical men are urged to make use of the public health 
laboratories. Certain confirmation is obtainable only by 
finding adult worms in the stools, or by finding embryos, 
either in the blood by digesting a considerable volume 
and examining the deposit—a proceeding which is appli- 
cable during the stage of invasion—or later in muscle. 
This last method is easier and more certain, and is 
usually carried out by a vertical incision over the lower 
part of the deltoid and the excision of a small portion 
of this muscle. Embryos are identifiable with the low 
power of the microscope in teased-out or ‘“ press” pre- 
parations, either free if infestation is very recent or in 
process of encystment. Purging, especially with large and 
repeated doses of calomel, is of value in the early stages ; 
no treatment is known which has the slightest effect on 
embryos already in the tissues. In the presence of an 
epidemic of trichiniasis any patient complaining of gastro- 
intestinal disturbance after eating pork in any form should 
at once be purged ; the majority of the parasites can be 
got rid of by treatment instituted before they mature. 
For prevention it is necessary to ensure that all pork and 
sausages are thoroughly cooked. Trichiniasis is notifiable. 
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FOOD IN THE SHELTERS 
We publish elsewhere in this issue a survey of the canteen 
services in London shelters. The basis of good health, 
as has so often been said before, is good food. and there 
can be no doubt that in peacetime the people who now 
inhabit the shelters were not eating the right kind of food 
for healthy development of mind and body. This was 
partly the result of economic circumstances, and partly 
the result of ignorance. The fact that large numbers of 
people now live in shelters and eat in them provides an 
excellent opportunity for studying the dietetic habits of the 
poorer sections of the population, and it soon becomes 
evident that they prefer the kind of food experts in nutri- 
tion frown upon, and do not take readily to more suitable 
kinds of foods that are put before them by the numerous 
agencies conducting the canteen services. For example, 
tea and cakes are demanded in place of other more 
nutritious dishes. There is, too, a superstitious reverence 
for certain meat extracts, a superstition based upon the 
compelling influence of modern advertising. There is no 
doubt that uneducated people—and even educated—are 
inclined to take literally the slogans that stare down at 
them from attractive posters on hoardings and other places. 

It is perhaps too easy to attribute all bad dietetic habits 
to ignorance, because the products of refined flour and 
refined sugar are cheap and filling, and the choice of 
these cannot be said to lie in any innate preference. The 
shelter problem, however, does give all those concerned in 
this matter a further opportunity for educating a large 
section of the population, from the point of view not 
only of improving their health now but also of teaching 
them to demand a more satisfactory diet when peace 
returns. The Ministry of Food is setting a magnificent 
example in its attractive advertisements in the lay press. 
Further education of the poorer section of the population 
may be undertaken through the medium of leaflets, films, 
and lectures, and this will have to be persistent in order 
to overcome the settled customs and prejudices of those 
most in need of assistance. 

The Ministry of Food is now undertaking to prepare 
on a large scale a canned vegetable soup to be sold in 
shelters and to be distributed in an emergency at a very 
low cost. The basis of the soup is milk, oatmeal, and 
potato, and such other vegetables as carrots, beans. 
cabbage are included. One portion of this soup with 
a piece of brown bread will provide approximately 500 
calories, and will make a very substantial contribution to 
the day’s requirements for calcium, iron, and vitamins A, 
B,, and C; the soup has been made up with this end in 
view. It is to be hoped that when peace comes caterers 
with a sense of social responsibility will follow this 
example and market as nutritious a vegetable soup at an 
economical price, and in its preparation take the kind of 
expert advice which is now at the disposal of the Ministry. 
As is clear from our: survey, there are a number of 
bodies engaged in the canteen services—for example, the 
Friends’ Ambulance Unit, the Women’s Voluntary 
Services, the Salvation Army, the London Passenger Trans- 
port Board, the Milk Bars Association—and in some 
instances local caterers. No one has anything but praise 
for the good work that all these bodies are doing, and for 
the high-minded motives behind it. But here again there 
is a divergence of food customs depending upon the 
knowledge and interest in dietetic matters. At the risk 
of appearing invidious we would single out the extremely 
thoughtful work that is being done by the Friends’ 
Ambulance Unit. Behind the work they do there is 
evidence of intelligent application of modern knowledge 
on nutrition, and sympathetic attempts to educate the 
Shelter population. Such an observation leads to the 
conclusion that the people who run canteen services, and 


caterers themselves, also could do with some elementary 
instruction in the same subject. The fundamentals of 
nutrition are simple. There is nothing recondite about 
them, and popular writings during the past few years 
have brought them before a wide public. As a profession 
we can individually and collectively continue to force 
these matters on all sorts and conditions of people. But 
one group in the profession—the medical officers of health 
——are perhaps in the best position to bring their influence 
to bear in the health areas they serve. 


DIABETICS IN WARTIME 
The diabetic shares the common experience of disorganiza- 
tion of life and privation in wartime, but some of the 
prevailing conditions involve him in special dangers. These 
were discussed at the last meeting of the Medical Society 
of London in a short paper by Dr. Wilfrid Oakley. The 
effect of longer hours of work, he said, could be guarded 
against in the case of the diabetic by readjustment of meals 
and the carrying of extra carbohydrate rations, biscuits 
and chocolate, if obtainable, being the most convenient. 
As for long hours in shelters, he said that he had noticed 
among out-patients at King’s College Hospital in the early 
days of air raids that the morning specimens contained large 
amounts of sugar, suggesting a tendency towards indul- 
gence in food, but as the patient became used to his new 
mode of living the sugar content began to fall back again 
to its usual level. The danger to the diabetic if he 
becomes an air-raid casualty is that he may be admitted 
to hospital in an unconscious state without anyone knowihg 
that he is a diabetic, and go on to a state of coma which 
may be attributed to the effect of his injuries. The 
Diabetic Association first circulated cards which diabetics 
might carry on their persons, but these have now given 
place to a metal disk to be worn on the neck or the wrist. 
A wartime possibility is a temporary breakdown in supplies 
of food or of insulin, and this can only be guarded against 
by iron rations (a sealed tin of biscuits of known carbo- 
hydrate value and a month’s supply of insulin). Dr. 
Oakley pointed out that the chief dangers to the diabetic 
in wartime were hypoglycaemia and ketosis. Hypo- 
glycaemia due to the use of zinc-protamine-insulin was 
not greatly to be feared if only small doses, say 20 units, 
were given, with regular carbohydrate feeds every three or 
four hours and a bedtime feed of 10 to 20 grammes: but 
when the dose exceeded 20 units hypoglycaemia was likely 
to occur, and with doses of between 30 and 40 units 
was a real danger. Nearly all the tragedies with zinc- 
protamine-insulin had been the result of giving rather 
heroic single doses instead of smaller doses of a combina- 
tion of zinc and soluble insulin. The danger of hypo- 
glycaemia was greater and the hypoglycaemia itself might 
be more severe in patients who were treated with protamine 
insulin, and some people had urged that protamine insulin 
be not used during wartime: but the advantage of a method 
of treatment requiring only one injection over a method 
which necessitated at least two, more than compensated 
for possible dangers. It was far easier to take carbo- 
hydrate in a portable form to the shelters or workshops 
than to give an injection of insulin under the same con- 
ditions. Again, the form of treatment with which the 
patient was already familiar was always to be preferred. 
At the same time, Dr. Oakley did not think that protamine 
insulin should be given to new out-patients without a 
reasonable period of stabilization in hospital or nursing 
home. He gave the figures of the deaths of diabetics who 
had been attending King’s College Hospital. During the 
war period from September, 1939, to the end of 1940 
the deaths numbered 67. For the four years 1935-8 the 
annual numbers of deaths were 65, 62, 63, and 84 respec- 


— 
lelay 
dical 
Se is 
‘ause 
non- 
ozen 
nical 
pork 
pper 
atter 
are — 
owel — 
pro- 
lood 
after 
‘ized 
ever, 
1 by 
This 
the 
are 
cog- 
ness 
the 
The 
om- 
imes 
lids, 
and 
eres 
and 
ents 
tals 
also 
rity 
nza, 
lally 
ions 
are 
litis. 
and _ 
wed 
unt, 
of 
non. 
alth 
yos, 
ume 
scle. 
1 is _ 
tion 
low 
pre- { ‘ 
in 
and 
on 
an 
yuld 
be 
ure. 
and 
ble. 


204 Fes. 8, 1941 


CONTROL OF INFECTION IN SCHOOLS 


THE Britisu 
MEDICAL JOURNAL 


tively, so that there had been a fall during the war period. 
In not one instance was the death of a patient due to 
hypoglycaemia as a result of using protamine insulin in 
wartime. Dr. Oakley added that it was most desirable 
that the diabetic taking protamine insulin and regularly 
using the same chelter should inform some responsible 
person, such as shelter marshal, that he was a diabetic. 
Secretiveness abu.  eing a diabetic is pardonable in peace- 
time, but is apt to be dangerous in war. 


CONTROL OF INFECTION IN SCHOOLS 


While the general principles underlying the prevention of 


the spread of infection were settled before the bacterio- 
logical era, advancing knowledge has led to specific 
methods for the control of each infectious disease, or 
group of diseases, which are not applicable to others. 
The recognition of this specificity leads to economy of 
practical effort. The Memorandum on Closure of and 
Exclusion from School issued jointly by the Ministry of 
Health and the Board of Education, which first appeared 
in 1909 and was last revised in 1927, recognized the point, 
but new discovery and the practical experience of medical 
officers of health and school medical officers have led to 
representations during the past year that this publication 
should be overhauled. So far there is no indication that 
this is being done. The reason is obvious, but the Medical 
Officers of Schools Association, which is concerned with 
preparatory and public schools, has not been deterred by 
present circumstances. Their Code of Rules was first 
issued in 1885, has undergone revision and enlargement 
on several sut-equent occasions, and now appears in new 
form.’ It deals briefly with certain general matters, such 
as hygiene in schools, the infirmary, sanatorium or sick 
house, examination of entrants, general precautions against 
infectious disease and measures to be taken on_ its 
occurrence, and then summarizes, in alphabetical order, 
the salient points on each common infection. Since 
the Revision Committee of the Association contained 
specialists in infectious diseases as well as school medical 
officers its deliberations have resulted in a code which 
embodies modern knowledge and is also thoroughly 
practical. It will be useful not only to those for whom 
it is primarily intended but also to health departments 
which are concerned with similar problems both in rate- 
aided schools and in the many other institutions for which 
they are responsible. Reference may be made to one or 
two issues of general interest. On the question of dis- 
persion of pupils, which aroused much controversy some 
years ago when poliomyelitis invaded certain public 
schools, the code is cautious, but on the whole is against 
the break-up of schools except in very unusual circum- 
stances. It recommends segregation of meningococcal 
carriers, a procedure which, although not now generally 
favoured, is probably advisable for closed susceptible com- 
munities of the kind in question. It records, without 
approval or disapproval, the view of some public school 
medical officers that contacts of non-notifiable infections 
should not be excluded but observed in school. While 
the diversity of the manifestations of streptococcal infec- 
tion is adequately discussed, more attention might have 
been paid to the growing body of evidence that strepto- 
cocci and other micro-organisms may be spread not only 
by droplets, fomites, and the persons of attendants, but 
also for quite long distances through the air in droplet 
nuclei. As minor criticisms, it may be pointed out that 
the list of diseases requiring to be notified is out of 
date, confused, and repetitive ; that Salmonella infection 
of animals subsequently slaughtered for human food is 


ignored as a cause of food poisoning (and it appears to 
be assumed that the existence of true human carriers js 
established) ; and that the impression is conveyed that 
accredited milk is safer than ordinary commercial milk, 
On comparing the incubation periods given for the various 
infectious diseases with those stated in the official memo. 
randum and other publications, one cannot avoid being 
struck by the marked discrepancies in some instances, 
After so many years of clinical and epidemiological obser- 
vation some finality should have been reached, and yet 
there is no list, including that given in the code, which 
is correct in every particular. The common range of the 
period and its extreme limits, if they are known, should 
be given for each disease. If there is any doubt, this 
should be recorded. 


THE PROBLEM OF CHRONIC RHEUMATISM 


In a recent communication on the subject of focal infec- 
tion in rheumatic diseases Reimann and Havens’ cast 
doubts on the aetiological importance of infected teeth 
and tonsils. The evidence they marshal is impressive, but 
they admit that at present no final conclusion can be 
reached. It is generally conceded that both tonsillectomy 
and extraction of teeth have been carried out in the past 
to a much greater extent than appears justifiable in the 
light of our present knowledge. It is obvious, however, that 
an infected tonsil or tooth socket which is discharging pus 
into the mouth must have a harmful effect on the mucous 
membranes of the alimentary tract, especially if there is 
achlorhydria, in which case radical treatment is necessary. 
Osgood, who discussed the medical and social problems 
ot chronic rheumatism in his Nathan Lewis Hatfield Lec- 
ture of the College of Physicians, Philadelphia,” believes 
that gastro-intestinal disorders are probably of aetiological 
importance, particularly in association with faulty alimen- 
tation ; he quotes Holbrook, who, in a wide experience, 
found that a majority of his patients with rheumatoid 
arthritis gave a history of gastro-intestinal dysfunction. 
Too much importance has been attached to areas of rare- 
faction round the roots of the teeth. They are commonly 
assumed to represent periapical abscesses, but this is by 
no means always the case, and Sharp and others have 
shown that with proper treatment there may in time be 
restoration of the bone to its normal density. Cecil, who 
formerly held that removal of such infective foci was 
essential in the treatment of rheumatoid arthritis, has 
recently stated in an article written in collaboration with 
Angevine that “in no instance was the course of the 
disease altered or the patient cured when supposed foci 
were removed.” Reimann and Havens suggest that the 
lowered resistance which is commonly a forerunner of 
rheumatoid arthritis may lead to infection of the teeth, 
tonsils, or other organs, and that these foci, as well as the 
arthritis, may be due to some common cause—a new point 
of view which deserves serious consideration. In the light 
of the evidence advanced by these authors and others it 
is clear that the problem of focal infection calls for re- 
examination. Osgood believes that the unknown factor 
in causation will probably prove to be biochemical rather 
than bacterial. He urges that there should be financial 
help from public funds for the fight against rheumatism, 
and that the expenditure could be justified on grounds of 
economy alone. 


The Hunterian Oration, entitled “Charles White of 
Manchester and the Development of Provincial Medical 
Education,” will be delivered before the Royal College 
of Surgeons of England at the Royal Society of Medicine, 
1, Wimpole Street, W., on Thursday, February 13, at 
2.30 p.m., by Prof. A. H. Burgess. 


» A Code of Rules for the Prevention of Communicable Diseases in Schools. 
(Pp. 71. 1940.) London: J. and A. Churchill Ltd. (3s., postage 3d.) 


1J. Amer. med. Ass., 1940, 114, 1. 
2 Amer. J. med, Sci., 1940, 200, 429. > 
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FEEDING OF THE SHELTER POPULATION 
A LONDON SURVEY 


The supply of nourishing food to the immense population 
which nightly congregates in the London shelters is an 
important phase of the air-raid problem which confronts 
the authorities. The work has been undertaken by volun- 
tary bodies as well as professional caterers, and below 
we give some account of these services. 

In the Tube shelters from 80,000 to 120,000 people are 
catered for every night. On all stations used as shelters 
there are facilities for making tea and cocoa and also soup. 
Tea is served at night and in the early morning, and cocoa 
and soup on alternate evenings. It has been found that 
the preterence of the shelterers is for a cup of tea with 
such food as meat pies or sausage rolls early in ithe 
evening, and cocoa or soup before they go to sleep. When 
the service began tea and cakes were all that could be 
provided, but a greater variety can now be offered, and 
the consumption of more nutritious foods is gradually 
increasing. Milk is supplied to child and adult shelterers 
if the nurse at the first-aid post certifies it as desirable 
and necessary. 

The London Passenger Transport Board acts as the 
agent of the Ministry of Food for this service, which is 
undertaken by a special staff. Five trains are used to 
transport the food to the stations from depots in London 
and the suburbs. It is only on Tube stations that, 
to avoid congestion on the platforms, the food is taken 
round to the shelterers, the liquids being carried in two- 
gallon cans and the food in baskets. Elsewhere the food 
is usually served from a counter. 

The Salvation Army is responsible for the feeding in a 
very large number of -London shelters, and has a similar 
organization in large provincial cities. The work in 
London was started, at the request of the police, a few 
hours after the beginning of the intense air-raiding. It 
was undertaken to meet the immediate need—the Salvation 
Army is not advised by dietitians—but it has now been 
brought within the Ministry of Food scheme. In some 
places the local authorities supply the equipment ; in others 
the Army supplies its own. In large shelters an improvised 
fixed canteen is installed, while mobile canteens look after 
the small ones. The food supplied consists of sandwiches 
with various fillings, sausage rolls, meat pies, buns and 
cakes, with tea. It is as whoiesome, and served as cleanly 
and palatably, as possible. As a general rule arrange- 
ments are made only for heating water ; all cooked food- 
stuffs must be prepared beforehand. 

One mobile canteen run by the Salvation Army visits 
seven shelters in the dockside area. It works under great 
difficulties. Its “kitchen” is a surface shelter streaming 
with water. Tea is made in insulated urns in the 
“kitchen,” where sandwiches are also prepared. The van 
calls at the shelters and serves the people direct. There is 
reported to be a huge demand for tea and cakes among 
the very poor in this area, while sandwiches are a poor 
second. The shelters are also visited in the early morning 
with a similar bill of fare, but the sales are then small. 
The demand for tea and sweet cake in the morning is, 
however, quite remarkable. This may be understood in 
the case of those who have their own works canteen to 
fall back upon for more substantial food, but not in the 
case of others less well provided. 


A Model Canteen 


The work of the Women’s Voluntary Services so far as 
Shelters are concerned is concentrated principally in one 
Londcn borough. This body has established a model 
canteen in one of the large West End shelters, where soup 
is served and the eating of brown bread is encouraged by 
distributing it free with the soup. The soup is made in 
the W.V.S. soup kitchen from bones and vegetables. The 
shelterers are encouraged to eat apples because they clean 
the teeth, and hot drinks are made with as much milk as 
possible. Meat pies, fish cakes, “hot dogs,” and sweet 


cakes can also be obtained, and in the morning porridge, 
bacon and fried bread. and marmalade sandwiches are 
available. More than forty mobile canteens run by the 
W.V.S. are serving surface and trench shelters. Tea and 
coffee are sent out in thermos urns, soup is distributed 
cold and warmed up in the shelters, and sandwiches and 
the like are also provided. The W.V.S. works in icuch 
with the Ministry of Food, and will be trying out its 
recipes in the model canteen. Its primary object is to 
give—and to educate the people to ask for—food of good 
nutritive value. The organization has the services of 
expert dietitians. 

The Friends’ Ambulance Unit is responsible for the 
feeding arrangements in twenty-one shelters in the East 
End and City, and has fixed canteens in the large shelters. 
All the buying is done at‘ the Unit’s headquarters, and the 
canteens are supplied at cost price. In the larger shelters 
served by the mobile canteens a tea urn is left with a box 
of food, for which some person in the shelter is respon- 
sible. The profits—that is, the difference between the cost 
to the shelter and the payments by purchasers—are used 
for the benefit of the shelter ; the prices are fixed by the 
Unit. In the very small shelters the people are served by 
the van direct. The food includes sandwiches with various 
fillings, and a popular delicacy is a roll cut open and a 
sausage inserted (the sausages are grilled in the kitchen at 
headquarters and carried round in a tin placed in an 
improvised “ haybox ”). 

In the early mornings porridge with milk and sugar 1s 
served in the fixed canteens and also carried round to the 
shelterers, with tea, sandwiches, and cake. The morning 
demand varies greatly from shelter to shelter for no 
apparent reason. In one of two shelters in one street 
served with morning porridge the dish is eagerly accepted, 
while in the other the people “ will not look at it.” The 
Friends’ Unit also has qualified dietitians on its staff. 

A London borough which has only small shelters has 
given the catering over to a number of local people, whose 
job it is to feed the working-class population. The prices 
are fixed by the local authority, and are approximately 
lid. for liquid refreshment, Id. and 2d. for cakes, and 2d. 
for sandwiches. Electric hot-points and boiling-points 
have been installed, together with a good cupboard for 
storage and an improvised counter. There is an evening 
and an early morning service according to the require- 
ments of the people in a particular shelter. Soup is avail- 
able in some of the shelters and has been asked for in 
others. No voluntary body is operating in this borough : 
the authority is satisfied that the people are getting what 
they want. 

Twenty-eight shelters are catered for by milk-bar pro- 
prietors, who have found that the beverage preferred by 
the vast majority of the people is tea; the proportion of 
coffee, cocoa, and milk asked for is very small. For soup 
there is practically no demand. The wastage of food at 
first was considerable. A good variety was provided, but 
for a number of reasons it was not consumed, and the 
proprietors have had to cut the bill of fare to meet the 
demand, which is mostly for a hot drink and sweet cakes 
or biscuits. A morning service is given in these shelters, 
but the demand is small. 


Individual Enterprises 


At a shelter under one of the large London markets 
there is an excellent canteen which was presented by a 
City merchant and is stafied by voluntary workers. A 
very good vegetable soup is sold, the recipe for which was 
worked out by the Ministry of Food. Fish cakes and 
portions of fried fish cooked tn an adjacent staff kitchen, 
wholemeal bread rolls and sandwiches, and cake are pro- 
vided. Tea is available, but during our visit milk, soup, 
and cocoa seemed to be as much in demand as the cup 
which is supposed above ail to cheer the shelterer. 


At an East End settlement visited thirty gallons of soup 
were being made in large coppers as caretully as if in a 
hospital. This soup is carried round in insulated urns to 
a large number of shelters fairly late in the evening so 
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that the people can go to sleep on soup rather than on tea. 
If there is a raid the soup, with coffee and sandwiches, 
is available for A.R.P. workers and firemen. Sometimes 
a bland soup is made, at others the cook puts in flavour- 
ings. The vegetables are not mashed into a pulp, but left 
in small lumps, because the people “like something to 
bite into.” It is sold at one penny a cup, with a piece of 
bread, and salt is available. ‘“ They won't look at it if 
they can’t put salt into it.” 

A well-known Methodist minister in Westminster has 
long interested himself in the feeding in shelters in his 
neighbourhood, and, noticing the predominance of starchy 
foods consumed, he and his wife two months ago resolved 
to counteract it by making a vegetable soup in which 
bones had been boiled down. This is served early in the 
evening as the workers arrive, amd on the average rather 
less than half the people take advantage of the soup, the 
charge for which, with a piece of bread, is twopence. If 
the nurse in these shelters notices anyone “ off colour ~ a 
milk drink is provided free of charge. The food in these 
shelters is of the usual good quality associated with volun- 
tary efforts. 


In another district the * Woolton sandwich,” the filling 
of which consists of grated raw vegetables bound with 
chutney, is popularized by posters in the shelters. South 
of the river local fish-and-chips friers in white coats with 
nicely-done-up packets follow their bombed-out clients 
into the shelters: rolls with hot bacon. inserted are con- 
sidered a delicacy elsewhere, and at another shelter faggots 
made from butcher’s offal and herbs have pride of place 
in the menu. Alike in districts that could be described 
as poor and in others which would be considered well-to- 
do, potatoes baked in their jackets served hot with a dab 
of margarine and sprinkled with salt and pepper are very 
popular. in one shelter baked bread pudding made from 
a mixture of broken pieces of brown and white bread. 
flavoured with spice. a little sugar, and dried fruits, ts 
considered a dainty dish, served either hot or cold. 


General Conclusions 


From our survey it is fairly obvious that there ts a line 
of demarcation between the bodies which are advised by 
experts on food and which have foremost in mind the 
nutritional welfare of the people they are serving, and 
those which are bound by the necessity of paying for 
their equipment and labour and covering expenses. Where 
a voluntary agency is at work the increase in the variety 
of food and its higher nutritional value are marked : more 
care is also taken to keep the food wrapped and clean. 

That there is a good deal of difficulty in this form of 
catering is also evident. Preparation has to be made for 
air-raid nights, whether air raids come or not, and the 
food has to be of such a nature that it can be re-issued the 
next night and will be appetizing. Many of the smaller 
shelters are tucked away in side streets difficult of access : 
kitchen accommodation is extremely limited, and there 
are other difficulties. The fact that practically every 
shelter in London is now provided for in one way or 
another speaks volumes for the ingenuity and patience of 
those responsible, to say nothing of the courage and 
driving skill of the workers in charge of mobile canteen 
vans on dark wintry nights and during air raids. 


Fut Ang Chu and Jui’ P*ing (Chinese med. J., 1940, 58, 39) 
state that of thirteen children in an orphanage inoculated with 
a vaccine prepared by Sauer’s method before an outbreak of 
whooping-cough none developed the disease in spite of con- 
tinuous and prolonged exposure, whereas twenty-three (67.6% ) 
of thirty-four non-inoculated children whose age. mode of 
living, and degree of exposure were much the same as those 
of the inoculated children developed typical pertussis. The 
serum agglutination titre for Haemophilus pertussis was found 
to increase during the course of the epidemic in seven of the 
inoculated children, indicating that they had been exposed. 
The remaining six also showed increased agglutination titres, 
but they had been given an additional dose of vaccine during 
the early part of the epidemic. 
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The Ministry of Home Security has just issued a circular 
to local authorities announcing that two new devices are 
now available for issue to persons who are unable to wear 
standard respirators. 


Two Types of Mask 


The first is a standard civilian respirator with the addition 
of an outlet valve. Breathing difficulties experienced in 
wearing a respirator by persons with respiratory troubles are 
in general due more to the expiratory resistance than to the 
inspiratory resistance, and the new respirator with outlet valve 
overcomes a great part of these difficulties. So far as resist- 
ance to breathing is concerned. this respirator compares 
favourably with any other type, and should be adequate to 
meet all but the more severe respiratory troubles. 

The second is a helmet respirator which is designed for 
those who, because of tracheotomy, facial deformity, or severe 
cardiac trouble, etc.. are unable to wear any respirator of 
ordinary type. The problem of protecting such persons 
against gas has naturally been under active investigation by 
Government research workers for a considerable time. It 
has also attracted some attention in the medical profession, 
and in particular descriptions have been published of various 
devices for adapting standard respirators so that they can be 
worn by persons who have undergone tracheotomy. These 
devices have mostly been of the type which involves the fitting 
of a gas-tight pad, with breathing tube. over the tracheotomy 
orifice. It is, therefore, of interest to note the lines on which 
this new helmet respirator has been designed in the Govern- 
ment research establishment responsible for its development. 


The Problem in Cases of Tracheotomy 


The investigation of the general ‘problem of protecting 
persons who cannot wear standard respirators included a 
careful study of the tracheotomy tvpe. From an examination 
of a number of typical cases it was apparent that only a small 
proportion could be fitted in a gas-tight manner with a pad 
over the tracheotomy orifice. Many persons who have had a 
tracheotomy performed have thin shrunken necks with the 
tracheotomy opening deeply recessed, while others have the 
wound still unhealed or discharging and requiring frequent 
clearance to avoid blockage. Should blockage occur while 
wearing the pad device the patient might have to risk suffoca- 
tion or remove the pad and risk inhalation of gas. and this is 
a serious objection to this type of device. 


It was also evident that a pad device would require indi- 
vidual fitting by a surgical appliance maker, and that the 
efficiency of the fitting could be proved only by a test in a 
respiratory irritant gas —for example, chlorine—since C.A.P. 
in concentrations which are highly lacrimatory does not 
irritate the respiratory passages. Such a test would be im- 
practicable for general use. Finally, owing to the opening 
being situated at the base of the neck in the majority of cases, 
it is normally covered by the clothing, and access to it for 
adjusting the pad would accordingly not be easy in an 
emergency. 

It was clear, therefore, that for general application the only 
type of device which could be relied upon for complete pro- 
tection in all cases was a hood, which enclosed the head and 
extended downwards so as to cover the tracheotomy opening, 
provided with a means of supplying air to the interior. A 
device of this type was designed and successfully submitted to 
comprehensive tests. As a result the helmet respirator has 
been produced and is now available for distribution to 
suitable cases upon production of a medical certificate. 


The Helmet Respirator in Operation 


It consists of a hood of impervious rubberized fabric, 
suitably stiffened at the corners so that it retains its shape 
and does not collapse on to the wearer’s head, fitted with non- 


_inflammable eye-pieces and a rubber air-supply unit by means 


of which the wearer pumps-air to the interior. Attached to 
the hood is a skirt of porous fabric which is shaped to fit the 
wearer's shoulders, and the respirator is secured to the person 
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by strings which draw the back and front portions of the 
skirt together under the armpits. A standard respirator con- 
tainer is fitted inside the air-supply unit so that all the air 
passes through the container before entering the hood. The 
air enters the hood immediately in front of the wearer's 
tracheotomy opening, which was found to be an important 
point affecting comfort. The air leaves the hood around the 
bottom edge through the porous fabric of the skirt. The 
hood is made of such a size that the wearer can, if desired, 
cease pumping for a few minutes without ill effects. Should 
blockage of the tracheotomy tube occur while wearing the 
helmet respirator, the wearer can readily slip one hand up 
inside the hood in order to free the blockage. 


Persons who have undergone tracheotomy form only a 
small proportion of those who cannot wear a_ standard 
respirator. Others may be classified in the following groups: 
distorted head—for example, acromegalics ; large tumours of 
face and neck ; old operation cases leaving gaps—for example, 
removal of part of the jaw—and tender scars resulting from 
injury, war wounds, etc.; severe respiratory disability, as in 
acute asthma, phthisis, and old cases of empyema. The helmet 
respirator is intended for use in all such cases, and its suit- 
ability for the purpose has been fully demenstrated by trials. 
It is of particular benefit in cases of acute asthma. In addi- 
tion, it should find application in hospitals for persons with 
severe facial and head injuries. It must, however, be empha- 
sized that because of supply difficulties resort should not be 
had to the helmet respirator where the ordinary respirator 
with outlet valve will suffice. 


Both the civilian respirator face-piece with the outlet valve 
and the helmet respirator will be provided at the discretion of 
local authorities, and not as a right, to members of the public 
who need them on medical grounds, on production of a medi- 
cal certificate, provided the present respirator is surrendered in 
serviceable condition. The form of certificate, as set out in a 
Ministry of Home Security circular, is as follows: 


Medical Certificate 
I certify that 


is suffering from (specify disease or condition*) 
and on that account is incapable of exerting the respiratory effort 
necessary for wearing the ordinary civilian respirator. 


Delete (The case would be met by a respirator with an outlet 
one of valve. 


these (The case appears to require a respirator helmet. 
Signature and qualifications of 
registered medical 


* The kind of conditions requiring a face-piece with outlet valve 
are: chronic asthma, fibrosis of the lungs, tuberculosis of the 
lungs, cardiac disease, severe anaemia, advanced age and infirmity, 
extreme corpulence. The kind of conditions requiring a respirator 
helmet are: tracheotomy, facial distortion (whether natural, due 
to tumours, or the result of surgical operation), extreme dyspnoea, 
severe cardiac disease, advanced tuberculosis. 


The circular deals with the charges that will be made 
where the present respirator is not surrendered in serviceable 
condition, and with the needs of hospitals for the helmet 
respirators, it being estimated that a substantial part of the 
demand for the latter will arise in institutions. The circular 
concludes with a recommendation that medical officers of 
health should get in touch with members of the local medical 
profession and arrange for them to see the new devices and to 
form a common policy on the giving of certificates. 


The Ministry of Health has asked local authorities for 
simple four-weekly totals of new notifications of tuberculosis, 
the period of the first return to be for the four weeks ending 
January 25, 1941. For comparative purposes similar .returns 
of past notifications covering the four weeks ended January 
28. 1939, and succeeding four-weekly periods are also to be 
supplied. Copies of the circular containing these directions 
(No. 2257) have been sent to medical officers of health. 


PROBLEMS IN RECEPTION AREAS 


PUBLIC HEALTH AND SOCIAL WELFARE 


It would be idle to disguise the fact that evacuation on a 
large scale in this country is neither a natural nor a 
popular process. The clash of the London and the country 
woman when brought into the same kitchen, and of their 
children when attending the same school, might well have 
doomed the experiment to failure, yet thanks largely to 
the efforts of voluntary associations and local authorities, 
and also to the mutual forbearance in the majority of cases 
of the people concerned, it has largely disappointed the 
glocmy prophets. Still, there are crooked places in the 
home counties and elsewhere, and to make them straight 
the Minister of Health recently appointed a small com- 
mittee under the chairmanship of Mr. Geoffrey Shake- 
speare, M.P., whose reference was to inquire into the 
welfare of evacuated persons. 

The committee, which has just reported,’ visited these 
areas in seventeen counties. The normal population of the 
areas visited is about six and a quarter million, and this 
has been swollen by roughly one million evacuees who 
have been officially billeted, and some 600,000 unorganized 
evacuees who have made their own arrangements. 


Welfare Arrangements 


The report has a good deal to say about billeting and 
requisitioning of houses, and urges the establishment of what 
it calls buffer hostels to relieve temporarily the strain on 
hostesses. Adequate welfare facilities, it declares, are the 
essence of good reception arrangements, and these should in- 
clude the establishment of clubs for mothers, combined where 
possible with communal feeding, nursery centres, and bath 
houses and laundry facilities on a communal basis. There 
are, in fact, already 265 communal feeding centres in the 
reception areas. There is need for more welfare officers to be 
appointed to the regional staffs of the Ministry of Health. 
Some women welfare officers were appointed last summer to 
the Ministry’s staff in the regions most affected, and their 
number has been increased during recent months, while others 
have been appointed by local authorities. But there is a 
shortage of women for this service. The suitability of hospital 
almoners and women public health officers for these posts is 
emphasized. 


One great problem is that of the difficult or special cases 
not suitable for private billeting. These include, on the one 
hand, children suffering from skin diseases, who should im- 
mediately be sent to premises converted into sick bays, and, 
on the other, those addicted to bed-wetting, the emotional 
children, and the delinquent, who require special care under 
trained supervision. The committee urges the establishment 
or taking over of hostels by the county authority in order 
that different types of children may be treated separately, and 
the provision of one hostel at least in each county for 
difficult older boys. Already the number of hostels for 
difficult children in the reception areas is over 500. 


Strenuous efforts have been made to dispatch parties of 
children in a cleaner and healthier condition than at the 
beginning of the war, but a new factor has now entered— 
namely, the evacuation of children, not from schools, but from 
shelter life. The committee considers that where pessible 
children should be received in emergency hospitals or 
temporary hostels in which they can be rested and cleaned 
before being billeted, and that there should be powers to 
examine, and if necessary to cleanse, adults who may be in a 
state unfit for billeting in private homes. Actually powers 
were taken last December for the compulsory medical examina- 
tion of children in shelters and those thought to be affected 
in health by war conditions, and for the cleansing of adults 
frequenting shelters. 


Hospital Services and Medical Treatment 


Emergency arrangements to deal with sudden epidemics have 
been enjoined by the Ministry of Health on all local authorities, 
and buildings have been assigned for this purpose; it is 


' Report on Conditions in Reception Areas, H.M, Stationery 
Office, 3d. net. 
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recommended that these buildings be immediately adapted for 
this use. Accommodation for infectious diseases is still 
insufficient, and it is considered that there should be provision 
in all the regions for measles cases where there are complica- 
tions or where the billets are unsuitable for home nursing. It 
is stated that the Ministry is making every effort to increase 
the accommodation available and has reserves in view. The 
District Medical Service should be extended, and the cost of 
its extension should not fall on-local rates; also, where the 
burden of the treatment of official evacuees falls on the 
voluntary hospitals it should be chargeable to the evacuation 
account. Those who subscribe to voluntary hospitals contri- 
butory schemes in the sending areas should be able to enjoy 
the benefits in the reception areas. This last recommendation 
is said to be under consideration, and as for the District 
Medical Service, local authorities were asked last November 
to review their services and extend them as necessary, the 
additional costs being reimbursed in full by the Exchequer. 


The provision of maternity homes is said to be generally 
sufficient, but more ante-natal and post-natal homes are 
required. The need for such hostels was impressed on local 
authorities at the beginning of the war, but shortage of suit- 
able accommodation is again the limiting factor. The number 
of maternity homes in reception areas is 130. One difficulty 
is that the burden of billeting the mothers and babies when 
they leave the maternity home falls on the one district where 
the home is situated, and the committee considers that 
arrangements should be made for placing these cases over a 
wider area. Many authorities have hostels or clearing houses 
where elder children can be billeted during the mother’s con- 
finement, but more temporary residential nurseries are required 
for children under 5 to serve the same purpose. There are 
nearly 200 residential nurseries in the reception areas, and the 
number is being increased as rapidly as suitable premises and 
trained staff can be found. 

A general increase in the scales of allowances for the board- 
ing of unaccompanied children would probably have gone a 
long way to reconcile the reception areas to the strain which 
has been put upon them, but the committee does not see its 
way to make such a recommendation. It does, however, recom- 
mend that the allowance of 5s. a week to the householder for 
the nursing of a sick evacuee child should be increased on a 
medical certificate that extra comforts or nourishment are 
needed. The Ministry states that the case for increasing the 
home nursing allowance is being investigated. 


Local News 


IRELAND 


Honorary Degrees 


Dr. Gordon M. Holmes, F.R.S., Dr. F. M. R. Walshe, and 
Prof. Ernest Hey Groves are the recipients of the Honorary 
D.Sc. of the National University of Ireland, the two former 
“in view of their eminence as neurologists and in recognition 
of their valuable contributions to medical literature,” and Prof. 
Hey Groves “in view of his eminence as an orthopaedic 
surgeon and an internationally recognized authority on the 
literature of the subject.” 


Eire Health Statistics 


The public health statistics for Eire for the year 1938-9 
show improvements in many directions. Notifications of the 
principal infectious diseases totalled 8,065, as compared with 
8.677 for 1937 and 8,924 for 1936. The figures for diphtheria 
were, however, disappointing, 2,983 cases being notified as 
against 2,511 in 1937. The report of the Department of Local 
Government and Public Health states that diphtheria continues 
to be “one of the major problems of public health” and that 
“the spread may in part be accounted for as resulting from 
the intensive propaganda that has been carried out recently 
against immunization.” Decreases were recorded in the 
notifications of typhoid fever, scarlet fever, and acute primary 
and influenzal pneumonia. The death rate from all forms of 


tuberculosis was 1.09 per 1,000 of the population, the lowest 
rate ever recorded. Deaths of infants under | year were 
fewer in 1938 than in 1937 and 1936, the rates being respec- 
tively 67, 74, and 73 per 1,000 births. The infant mortality 
rate for the county borough of Dublin was 96, and it is 
suggested in the report that a causative factor is the failure 
of Dublin mothers to breast-feed their infants. Progress is 
reported in the administration of free-milk schemes, maternity 
and child welfare approved schemes, and the work of the 
school medical service. 


ENGLAND AND WALES 


Mental Health in Wartime 


In a Chadwick Lecture with this title given on February 4 
at the Royal Society of Tropical Medicine and Hygiene, Sir 
Walter Langdon-Brown said that the ostensible reason for 
the outbreak of a war was never the real one. Emotional 
causes were transformed into alleged rational ones, although 
deep-seated and hidden causes of antagonism were at work, 
The fierce fanatical outbreak of nationalism in this century 
became comprehensible as a frightened response of the 
nationalist segregating impulse against the demand of the 
evolutionary process towards internationalism. If a normal 
healthy impulse was forcibly repressed it came to the surface 
again in an abnormal pathological form. Thus the collective. 
values which ruled the world up to 1914 had been swept 
away, and people had become hardened to shameless persecu- 
tions, betrayals, and predatory invasions in the name of the 
deified State. The division that arose was between nations 
who considered that the individual existed for the State and 
those who thought the State existed for the individual. The 
background against which the present war was being waged 
was a moral and spiritual disease in Europe resulting from 
attempts to stem the tide of the evolutionary process. Both 
constructive and destructive impulses were always present in 
the human mind, and to-day the latter had the upper hand. 
When war came the gregarious instinct was always  inter- 
rupted and nations looked for a leader. He might not have 
the characteristics attributed to him, but he must have an 
emotional appeal.‘ There was also a tendency to the making 
of myths and to reliance on rumour. Information was the 
best antidote, and was the more needed now that wireless had 
enormously increased the power of the lie. The greatest 
enemy to be overcome was fear, which was really an exaggera- 
tion of a normal protective impulse. For years insidious 
propaganda had been instilling fear into the nations. The 
fear of being afraid was particularly distressing, and the 
best remedy was action as a member of a community. 
Pessimism and fear were chiefly prevalent among those who 
were not contributing to the national effort. It was already 
clear that an exaggerated estimate had been formed as to the 
liability of air raids to produce nervous breakdowns, and the 
way the people were facing them was evidence of this. The 
nature of panic fear called for consideration, and certain steps 
taken by the Government deserved criticism in this respect. 
The importance of everything designed to maintain physical 
fitness in the cave-man’s existence to which we were now 
condemned could hardly be overstressed : for to revert also to 
the cave-man’s primitive ideas of sanitation would indeed be 
treason to Chadwick’s memory. Vitamin A had a very real 
value in promoting adaptation of the eyesight to the blackout. 
Various other measures were discussed in relation to the 
maintenance of mental health. 


J. Pley (Thése de Paris, 1940, No. 338), who records three 
cases in patients aged from 29 to 44, illustrated the rarity of 
traumatic enophthalmos by the fact that Birch-Hirchfeld in 
1930 was able to collect only 164 cases from the literature. 
It consists of a progressive sinking-in of the eyeball following 
an injury in the region of the orbit with an interval of varying 
duration. A lesion of Tenon’s capsule appears to be the most 
logical explanation of the condition. Besides this indispensable 
lesion are secondary causes such as paralysis of sympathetic 
origin, atrophy of the intraorbital fatty tissue, and cicatricial 
retractions. 
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Reports of Societies 


FRACTURES OF THE JAW: SURGICAL AND 
DENTAL TREATMENT 


At a meeting of the Section of Odontology of the Royal 
Society of Medicine on January 27 Mr. A. H. McINDOE 
gave a review of 119 cases of fracture of the upper or 
lower jaw and of their surgical and dental treatment at an 
Emergency Medical Service Maxillo-facial Unit during the 
period from the outbreak of war until the end of 1940. 
He spoke appreciatively of the help given by Sir Harold 
Gillies and Mr. Kelsey Fry, who had guided the surgical 
and dental policy of the unit. The results obtained were 
not due to one person but reflected the combined efforts of 
a team. 


Statistics of Cases 


Fractures of the mandible numbered 82, of the maxilla, 37; 
in 7 cases both mandible and maxilla were fractured. Of the 
119 cases, 68 were without other injuries. The associated 
injuries varied from extensive soft-tissue lacerations to frac- 
tures of long bones or skull. The greatest number of cases 
were among fit young men on active service, but a number 
also occurred among older people during the bombing of the 
civilian population. The causes in 43 of the cases were bomb 
and shell fragments and mine explosions; in 9, gunshot 
wounds ; in 16, collapse of buildings ; in 23, road collisions ; 
in 8. plane crashes; and in 18, blows, kicks, or falls. Of the 
82 mandibular fractures, 78 were complete, 21 being single, 
22 double, and 35 multiple and comminuted. Ten of these 
fractures had loss of bone requiring bone graft. The excessive 
violence of the trauma in many cases tended to produce a 
much more severe injury than was encountered in ordinary 
civil practice. There was a high incidence of unilateral and 
bilateral condylar fractures. Of the 37 cases of maxillary 
fracture, 20 were unilateral, 8 bilateral, 5 were “ middle third 
facial” crush fractures, and 4 were partial alveolar. 


Immediate Treatment 


The initial treatment of the soft-tissue injury differed from 
that adopted in similar injuries in other parts of the body 
where radical excision of the damaged tissues and removal 
of all foreign bodies was essential at the earliest moment. The 
good blood supply of the facial tissues and jaws and their 
well-known resistance to infection allowed greater latitude, 
though early suture of the soft parts and immobilization 
of jaw fragments undoubtedly gave the best results. In the 
unit the plastic surgeon dealt with the facial injury, and the 
dental surgeon made impressions, localized fragments, and 
prepared and adjusted splints. 


Within the first twelve hours facial injuries might be sutured 
with impunity, provided great care was taken to cleanse the 
wounds thoroughly with soap and water and saline and to 
remove (with a steel curette if necessary) all foreign bodies 
and dirt which might have been ground in. Non-viable pieces 
of bone only were removed, and extreme conservatism was 
practised in regard to pieces which had the slightest chance 
of survival. Excision of wounds was unnecessary except for 
removal of non-viable tissue or to make accurate suture of 
severely damaged skin edges possible. The mechanical possi- 
bility of wound suture largely depended on whether tissue had 
been lost. If the amount of lost tissue was such that un- 
desirable tension was produced, and especially if the displace- 
ment of the fragments was perpetuated or increased, it should 
not be attempted. It was remarkable how well a facial wound, 
packed widely open with saline gauze, would heal in the 
absence of all tension. All compound injuries of the jaws 
associated with external wounds should be adequately drained 
at whatever time they were seen. Delay in healing was often 
due to inadequate initial drainage. 


Fractures of the Mandible 
The soft-tissue suture, when this was required, having been 
completed by the plastic surgeon, the dental surgeon took over, 
his aim being the permanent immobilization of the fragments 


and the clearing up of sepsis in the fracture lines. Mr. 
MclIndoe discussed various methods of immobilization. The 
method of choice, for several reasons, was cast-metal cap 
splints—for example, they gave positive fixation and stable 
immobilization ; they could be modified so as to be applicable 
to practically all except edentulous cases; and there were no 
wires to break or readjust. 


To control sepsis the teeth in the fracture lines were 
removed, especially those with broken and septic roots, though 
where only one tooth remained on a fragment it should be 
retained as long as it was of value in immobilizing the frag- 
ment; also unerupted third molars lying in fracture lines 
were best left until sufficient consolidation had occurred to 
make removal safe. Careful irrigation of the fracture cavity 
and a rigid toilet of the mouth were essential if sepsis was to 
be prevented. Food must not be allowed to collect between 
the bone ends. During the period of immobilization, and 
particularly in comminuted fractures with perforating wounds, 
sequestra were extruded. If a purulent discharge persisted 
beyond six to eight weeks the fracture cavity should be gently 
curetted and any dead fragments of bone removed. In simple 
fractures the splints were removed after four to six weeks 
and the mandible tested for union; they were reapplied for 
a further four weeks if this was not sufficient. 


Fractures of the Maxilla 


As the degree and direction of maxillary fractures were 
directly related to the severity and direction of the blow 
producing them and not to muscle action, early disimpaction 
and immobilization of the fragments were essential. The 
responsibility for forcible manual reduction of these fractures 
rested with the plastic surgeon, who should be able to hand 
the case over to his dental colleague with the fragments re- 
positioned and ready for splinting in normal dental occlusion. 
Bilateral maxillary fractures constituted the most serious 
problem, and in some of the conditions encountered it was of 
great importance that the fractures should be disimpacted at 
once, for if consolidation occurred replacement was extremely 
difficult. Immobilization depended on finding a point of 
resistance upon which to. splint within the bony facial 
structure, or, if none was available, creating one by external 
means. Thus moderate displacements of the maxillary arch 
could, after replacement, be splinted to the lower teeth with 
full upper and lower cap splints. Elastic traction was of use 
in making minor adjustments in position. If the maxilla was 
very loose and the antral superstructure was intact, upward 
traction with a Kingsley type of splint and plaster head cap 
was advisable. 


Complications and Sequels 


A considerable number of severe compound fractures of the 
jaws, particularly those due to perforating missiles, resulted in 
obliteration of the buccal sulcus to such an extent that the 
satisfactory fitting of dentures was impossible. Almost all 
cases which had to be bone-grafted fell into this category. It 
became necessary then to deepen the upper or lower buccal 
sulci by dividing the adhesion between the lips and alveolar 
surfaces and to line the resultant cavity with a skin graft. 
A few cases of mandibular fractures, particularly the high 
condylar lesions involving one or both temporo-mandibular 
joints, developed trismus. In the early stages an exerciser 
was used to keep constant pressure against the temporal muscle 
pull and maintain a full range of movement. If this failed 
it was necessary to resect one or both condyles, including part 
of the mandibular neck, to form a false joint. The jaws were 
fixed together for one week, after which the exerciser was 
used to regain movement. | 


Of the cases treated 12% had been bone-grafted. In general 
a gap of 1 cm. uncrossed by periosteum and without inter- 
vening viable bone fragments would result in non-union. 
There was practically no limit to the size of the gap which 
could be satisfactorily grafted. The practice of the unit was 
to strive for occlusion with union wherever possible, but if 
good occlusion was not compatible with union because of bone 
loss, non-union with subsequent bone-grafting was willingly 
accepted. A bone graft was not inserted until four to six 
months had elapsed from the last signs of sepsis. During this 
time the fragments were splinted to each other by the rigid 
bar type of cap splint, or splinted to the upper teeth in the 
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more extensive unilateral losses. The iliac crest graft had 
entirely supplanted other methods. Bone from this source was 
tough, could be bent and shaped, was highly osteogenetic, 
and was easily obtained in amounts sufficient for the smallest 
or largest bone graft without disability to the patient. The 
grafts, after shaping, were wired accurately between the ex- 
posed fragments, using stainless steel ligatures. Union should 
be firm in four weeks, and movement could then be allowed. 


TRANSFUSION OF BLOOD DERIVATIVES 


At a meeting of the Section of Medicine of the Royal 
Society of Medicine on January 28, Sir MAURICE CASSIDY 
presiding, a discussion took place on the therapeutic value 
of transfusion of derivatives of blood. 


Colonel LioneL Wuitpy said that it was desirable to 
recognize the limitations of blood derivatives, and also the 
fact that the exigencies of war were not necessarily to be 
copied in peacetime practice. The summoning of a blood 
donor was often highly inconvenient, while the conveniences 
of the blood bank were obvious, so that there was a tempta- 
tion to lower the therapeutic ideal. The object of a given 
transfusion should always be clearly defined, because almost 
all derivatives of blood lacked one or more of the properties 
of fresh blood and had therefore a limited therapeutic value. 
As a general rule derivatives of blood were efficient for ihe 
purpose of the blood volume restoration essential to the treat- 
ment of secondary shock, but stored blood might be quite 
useless for oxygen-carrying capacity, though a good deal 
depended upon the age of the stored blood, and blood a few 
days old might be almost as good as fresh. 


The order of preference of blood derivatives used for blood 
volume restoration had been experimentaily evaluated as 
follows: citrated plasma, serum, haemoglobin-Ringer. gum 
saline, red cells in saline suspension, and isotonic saline and 
glucose. The clinical evaluation of the advantages of plasma 
over serum or vice versa had not yet been fully decided. A 
serum preparation, dry or fluid, was technically much easier 
than plasma. For blood volume restoration in secondary 
shock an innocuous protein fluid which was retained in 
the circulation was required. It was necessary not only to 
restore blood pressure but to maintain it, and the only satis- 
factory means of maintaining blood pressure was of a protein 
nature. 


As for the transfusion of other substances, 25% 
haemoglobin-Ringer was quite efficient for restoring and 
maintaining blood volume, but it had the grave disadvan- 
tage that the haemoglobin was a foreign pigment and had to 
be excreted. Gum saline was reasonably efficient, but it had 
certain disadvantages, the most important being the difficulty 
of making one gum saline solution similar to another. As 
to the transfusion of glucose, this was subject to the same 
drawback as saline—namely, evanescence. Extensive experi- 
ence had shown that, though citrated plasma was very satis- 
factory, it was an advantage to use a proportion of blood 
when the volume restoration was required to be large. In 
treating 100 air-raid casualties 165 pints of plasma had been 
used, the maximum administered in any one case being six 
pints. Rigors, mild and transient, were exhibited in only 
three cases. He added that the effect of the transfusion 
should be carefully controlled by serial blood-pressure 
observations as well as clinical judgment. 


Experience in Air-raid Casualties 


Dr. Janet VAUGHAN (with whose work on this subject 
Dr. Helen Brown was associated) described the results 
obtained at the North-West London Blood Supply Depot, 
where plasma, serum, and concentrated red cells had been 
analysed. The observations made under air-raid conditicns 
were necessarily qualitative rather than quantitative, because 
the casualties were not often suitable for accurate controlled 
studies. If there appeared to be little variation in relative 
therapeutic value or toxicity of the derivatives, then other 
factors, important in wartime, such as ease of preparation, 
of storage, and of transport, had some title to be considered. 
Both filtered and unfiltered plasma with an approximate 
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protein content of 4", to 5%, had been available for clinical 
control, and reconstituted dried serum and filtered serum 
had also been tested, the latter with a protein content of 
7°,, while the protein of the former was dependent on the 
concentration at which it was given. On the question of 
relative toxicity of plasma and serum as opposed to stored 
blood, relatively large quantities of both had been used 
during the last four months, and there had been no report 
of a really serious reaction. With either filtered or unfiltered 
plasma only a very few cases of mild rigor and rise of tem- 
perature had occurred. In only a few cases had filtered serum 
been used ; two of these cases showed a mild reaction (in one 
the serum was cold, and when it was warm no reaction was 
obtained). : 

Experience had led her to believe—although assessment 
was difficult—that plasma, serum, and blood were equally 
effective in the treatment of patients with “shock.” by which 
she meant patients who had collapse associated usually with 
trauma, with a lowered body temperature, and a state of 
terror. As some degree of anaemia had frequently been 
found in air-raid casualties, it was probabie that the best 
results would be obtained on the administration to such 
patients of both blood and protein fluid. In the case of burns, 
when haemoconcentration occurred plasma or serum was to 
be preferred to blood in the first twenty-four hours. Cases 
of burns were very likely to develop local oedema in ihe 
region, and on giving concentrated serum at that stage this 
local oedema vanished as by magic. In the late septic stages 
ot burns fresh blood, so long as it was obtainable, was to be 
preferred to any of the derivatives. 


No great difference in the dosage of blood, serum, or plasma 
had been noted. Dried serum had the additional advantages 
that it did not clot, was not readily infected, was uninfluenced 
by temperature, and had small bulk. If fibrinogen was found 
to be of importance in treatment, then it must be recognized 
that plasma was superior to serum, but at the moment from 
the practical standpoint serum was the preferable fluid. With 
regard to concentrated red cells, the type of cases which had 
benefited had been anaemia in elderly subjects requiring 
immediate operation, anaemia associated with sepsis, and 
aplastic anaemia. All the blood derivatives had proved their 
use, but more detailed studies were needed to assess their 
precise therapeutic value. 


In a brief discussion Dr. Davy said that although Dr. 
Vaughan had given reasons for preferring serum to plasma, 
from the point of view of the person who was running a blood 
bank the availability of plasma was a consideration. Dr. 
MaizeELs also said that while as a counsel of perfection it 
would be better to use serum, the practical usefulness of 
plasma in the case of blood banks must be remembered. It 
would be wrong to think that infection with plasma was of a 
serious character. It was almost unavoidable in some degree, 
but by careful precautions, using a separate outfit for each 
bottle, the infection rate in his own cases had been lowered 
to 2%. Dr. Quist described two cases of burns sustained 
during the fire of London on December 29 which bore out the 
good results ascribed to concentrated serum. Dr. MOLLISON 
said that in giving a suspension of red cells it was a distinct 
advantage to have a count of more than 7,500,000. 


Colonel WuitBy took up a remark made by Dr. Vaughan 
that 400 c.cm. of reconstituted blood serum was sufficient for 
the treatment of secondary shock. The treatment of secondary 
shock was an entirely individual matter. There must be large 
numbers of cases in which 400 c.cm. was sufficient reasonably 
to restore blood volume, but the only criterion of How much 
was required was to be determined by individual examina- 
tion of the blood pressure or by other methods in particular 
cases. These average figures meant nothing; each case was 
an individual matter. Dr. JANET VAUGHAN said that she was 
sorry if she had given the impression that there was any 
automatic dosage for the treatment of persons with shock. 
The only guide was the patient’s condition. The point that 
she had wished to make about dosage was that there seemed to 
be relatively little difference between the sort of dosage which 
was being used by a large number of casualty officers not 
all under the same direction. They were using approximately 
the same quantities of serum, plasma, and whole stored blood. 
But she agreed that each case must be judged on its needs. 
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Correspondence 


Treatment of Scabies 


Sir,—Dr. H. M. Berncastle’s method of treating scabies 
(January 25, p. 135) is by no means original. Thomas Bateman, 
in his Synopsis of Cutaneous Diseases, first published in 1813, 
makes the following statement: “ Among the remedies appro- 
priated to the cure of Scabies, Sulphur has long been deemed, 
both by the vulgar and the erudite, to possess specific powers. 
The common people treated this disease with this substance 
alone, a century ago, administering it internally in milk and 
applying it externally in butter and Hog’s-lard. In less violent 
degrees of Scabies, and in the purulent species affecting the 
hands and wrists, perhaps no improvement can be made upon 
this practice. The latter species, when it occurs in children, 
is often readily removed by the internal use of this medicine 
alone, or in combination with a neutral salt, independently of 
any external application.” 

Anthony Todd Thomson, in his Practical Treatise on 
Diseases Affecting the Skin published after his death in 1850, 
writes: “But Scabies is seldom treated by topical remedies 
only. Sulphur is usually administered internally at the same 
time, and, when strong objections to the use of the ointment 
exist, the disease may be cured solely by the internal adminis- 
tration of the specific. It is given in doses of half a drachm 
night and morning daily, either in milk, or, as the common 
people employ it, mixed with treacle in the form of an elec- 
tuary. It undergoes a chemical change in the habit, combines 
with hydrogen, and is exhaled by the skin in the form of 
sulphurated hydrogen; a fact exemplified by the blackening 
of silver worn in the pockets of those taking it.” 

It must be noted, however, that neither Bateman nor 
Thomson believed that the acarus was the cause of the disease ; 
the latter considers that: “‘ Sulphur operated, either chemically 
in changing the nature of the poison which has caused and 
keeps up the disease: or by some specific action on the capil- 
laries, preventing the formation of more of the poisonous 
secretion constituting the virus, whilst that already formed is 
thrown off by the skin.” He adds as an afterthought: 
“ There can be little doubt, however, that the insect is also 
destroyed during this process.” How he arrived at this latter 
conclusion he does not state, and it is not clear that he ever 
obtained an acarus from any of his own cases, though he 
had been shown it by others. Bateman frankly admits that 


-he had never found an acarus in any of his cases. 


Ferdinand Hebra, the great Viennese dermatologist, who 
may well be called the founder of experimental dermatology, 
had no doubt as to the cause of scabies. He not only con- 
stantly demonstrated the presence of the acarus, but also ex- 
perimentally produced the disease by placing acari on the skin 
and observed the development of the lesions. In his monu- 
mental work on Skin Diseases (English translation by New 
Sydenham Society) he writes: “Even when it was still con- 
tended that Scabies had its origin in a dyscrasia, all prac- 
titioners were agreed that, in order to cure it, it was necessary 
to use local applications. And yet till quite recent times it 
has been maintained that the external must be aided by 
internal treatment, in order to ensure radical cure of the 
disease and to prevent it being followed by any injurious 
consequences to the patient. But while this was the opinion 
of physicians, the quacks and ‘old women’ had more sense, 
and adopted a reasonable and simple treatment, by which they 
succeeded in gaining both credit and money, after their learned 
competitors had failed. If medical men in those days had 
but observed with unprejudiced eyes the favourable results 
which followed the use of popular remedies and cures for 
Scabies, they probably would have much sooner acquired 
correct notions concerning the nature and treatment of the 
disease.” 

Even though views as to the causation of scabies had 
changed, it is difficult to believe that a remedy—which was 
evidently at one time in constant use—would have been dis- 
carded if it had been as effective as Dr. Berncastle imagines. 
Scabies has increased very much during the last ten or twelve 


years and may increase still further as a result of war con- 
ditions. If this increase is to be stopped, efficient treatment 
is essential. Inefficient treatment may convert an active into 
a latent case, one in which the symptoms are relieved but the 
disease is not cured and remains infectious. It would there- 
fore seem advisable to employ methods of proved efficacy 
rather than those in which it has not yet been possible to con- 
trol the results experimentally.—I am, etc., 


London, W.1, January 27. A. M. H. Gray. 


Treatment of Wounds with Bipp 


Sir,—Prof. R. J. Willan’s letter (January 11, p. 62) urges 
me to write in support of the claim he gives to the late Prof. 
Rutherford Morison as the originator of a new principle in 
surgery. I was among those who began to practise treatment 
with bipp in the early days of the war in France, following 
Morison’s technique, and later while serving as consulting 
surgeon to the Second Army I was able to observe many 
varieties of wound treatment and to see the early favourable 
results of hundreds of cases treated with bipp. As so often 
happens when new methods are introduced, failure to carry 
out the technique correctly—leaving large quantities of bipp in 
the wound—was often the cause of bad results. 

At one time considerable controversy arose, chiefly because 
of occasional bad results and a certain amount of prejudice, 
between those working at the base and at the front as to the 
merits of bipp. The chief rival to bipp at that time was the 
Carrel-Dakin treatment. Good as this method was, it 
required considerably more after-attention than the bipp 
method and was not nearly so convenient for early transport. 
Both methods depended for success on the efficiency of the 
primary surgical treatment, and probably there was little to 
choose when this had been carried out secundem artem.- 

] think it may be claimed that bipp treatment was a, if not 
“the,” progenitor of the vaseline pack, because it inaugurated a 
continuation of paraffin drainage (I am no advocate of primary 
suture as part of the technique when sepsis has already 
occurred), rest, fixation, and infrequent dressings, combined 
with an antiseptic base. It is difficult to know whether the 
gradual liberation of iodine was an added factor, though 
reasonable to suppose that it was, as Morison believed. At 
the present time this principle has been perfected with im- 
pregnated gauze pack and rigid plaster fixation (not necessarily 
closed). Whether the use of flavine or other dyes in the pack 
adds to the safety of the method remains uncertain. There is 
little doubt, however, that the local use of sulphanilamide 
combined with its internal administration adds considerably 
to the value of the up-to-date pack-fixation treatment of 
wounds and has produced results unobtainable in the last war. 

Prof. Morison obtained astonishing results with bipp on 
cases with well-established infection, and it would be reason- 
able to give this method a re-trial in those late cases where 
established infection does not justify wound excision. 

Since the last war, like Prof. Willan, I have employed bipp 
for the abdominal wall in cases of acute suppurative appen- 
dicitis, etc., before the peritoneum is opened, in a considerable 
number of cases, followed up by primary suture without 
drainage. It often happens that the wound in such cases 
tends after a varying interval to break down in varying degrees 
as the result of an infection of the muscle wall during the 
operation, a result which can often be avoided by a film of 
bipp over the wound surface. I have not the reference by 
me, but a series of these cases in which bipp was used was 
compared with a similar series in which bipp was not used 
by my chief assistant, Mr. (now Lieutenant-Colonel) D. Coyte, 
and the results, which were very favourable to bipp, were 
published, I think, in the St. Bartholomew's Hospital Reports 
some fifteen vears ago. 

Another valuable field for bipp is peri-anal suppuration 
(ischio-rectal abscess, fistula, etc.). Frequent dressings are 
avoided, pain eliminated, and healing accelerated. Although 
in the modern surgery of infection we are moving away from 
antiseptics and pinning our faith to chemotherapy, fixation, 
avoidance of dressings, and protection against ward infection 
from every source, I believe there is still a place for bipp, 
which has certain merits of an almost uncanny nature.— 
Tam; ete., 

Jan. 18. C. GORDON WATSON. 
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Treatment of Burns 


Sir,—I have never been satisfied with the treatment in 
general practice of burns and scalds. I realize the improve- 
ment brought about by the introduction of the tannic acid 
method, but I am not enamoured of it for a couple of reasons 
I need not dwell on now. 

The following case may interest my colleagues. About two 
months ago I was called to attend a woman, 88 years of age. 
whose nightgown had caught fire on an electric heater. The 
burns extended from the middle third of the right thigh, up 
over her buttocks and up to the right breast and on to the 
front of chest. Practically the whole area was blistered. and 
in five places, each about the size of one’s-palm, the burn 
was deeper and the flesh blackened. She was so badly 
shocked that I had little hope of her recovery from this, and 
] had no hope of her surviving the accident. After ihe usual 
treatment for shock she rallied, and I decided to ireat ihe 
burns with 2°, gentian violet solution. (The Practitioner 
had just published an interesting article on this treatment.) 
1 exposed a small area of the burn region and poured ihe 
solution over it, heating the solution beforehand io blood 
heat. This was allowed to dry and then covered with gamgee 
tissue. The rest of the burn was treated in a similar manner 
and the dressing carried on twice daily for ten days. The 
injured surface remained clean and healthy. I might mention 
here that | gave the patient 3 grammes of sulphapyridine by 
injection in the first twenty-four hours. She ran an unevent- 
ful course, and after ten days I changed to the following 
healing ointment: 


Resorcin. 


Ung. zine. oxid. ... 


The deep burns required a few applications of copper 
sulphate. The patient has recovered completely and_ is 
going about as usual.—l am, etc.., 
Bray, Co. Wicklow, Jan. 21. H. J. RAVERTY. 
Sir,—May I supplement the appeal of Mr. Cohen (Novem- 
ber 30, p. 754) for the continuation of the tannic acid regime 
in the treatment of burns? It is tragic that a method of 
treatment which has been approved should be condemned 
because of the appalling results shown by medical officers 
who have had no previous experience in the treatment of 
these cases. Apart from burns complicated by gunshot 
wounds, | have seen no conditions in wartime burns which 
were not well recognized in the teaching general hospitals. 
There, also, we not infrequently saw bad results from coagula- 

tion, due entirely to ignorance or criminal carelessness. 

Many of us have already tested the alternative methods 
recommended, but abandoned them in favour of one of the 
modifications of the Davidson principle. When the war 
clouds loomed on the horizon, I, like others in teaching 
hospitals, reviewed the methods at our disposal, in consulta- 
tion with medical, surgical, and pathologist colleagues. The 
conclusions were similar to those so ably set out by Mr. 
Cohen. Admittedly the coagulant varies with different 
surgeons, but in extensive injuries it is essential that coagula- 
tion should be rapid and “ adequate,” and these conditions 
are best fulfilled by some modification of the Bettman 
technique. If the face and hands alone are burned (the com- 
mon distribution in Air Force casualties), speed is not so 
essential. In the former type of injury we are concerned 
primarily with saving life ; in the latter the probable ultimate 
result is our first concern. 

In some 300 cases of burns of the hands and fingers (many 
of them in children) I have never seen necrosis of the 
phalanges or disastrous crippling of the fingers which ‘could 


-be blamed on the tannic acid. The danger of the constricting 


effect of the tannic acid coagulum has been recognized for 
many years, and we should all appreciate that constant super- 
vision is necessary. The danger of corneal ulceration and the 
possibility of ectropion resulting from burns around the eyes 
should be equally well known. 

Every burn should have unremitting care and attention, and 
it is perhaps unfortunate that so many burns recover unevent- 


fully in spite of lack of attention. This fact has led to an 
impression that the burn is cleansed and coagulated, and ten 
to fourteen days later the coagulum peels off and the patient 
is cured. When this routine is upset by toxaemia or sepsis 
it is thought to be “just bad luck.” Any burn may “ go 
wrong,” and it is only by constant attention to all cases 
that improvement in results can be obtained. The use of the 
triple dye in itseif will not lead to improved results. I 
abandoned this method as a routine, as 1 found the coagulum 
required even more attention than a tannic coagulum supple- 
mented by dye. Saline baths also require time and care. If 
we admit that adequate supervision of these cases is impossible, 
then we should revert immediately to the pre-Davidson era, and 
admit defeat. 

Although I am very much on Mr. Cohen's side, I disagree 
with him on one or two minor points. Like him I use a 
modified Bettman technique, but 1 do not coagulate burned 
eyelids and malar regions in every case. Superficial burns 
here heal well with saline compresses, or under 1° gentian 
violet. In the deeper burns early Thiersch grafting obviates 
the risk of ectropion. I consider that coagulation in this 
region is much more dangerous than coagulation of the 
fingers. 

Secondly, fhe tannic acid-silver nitrate coagulation is 
rapid, but I have had to deal with sailors and airmen with 
extensive burns (40°, to 60°, of the body surface) who were 
too severely shocked to be satisfactorily dealt with in this 
manner. Several of these men suffered multiple gunshot 
wounds, and the need for speed was pressing. The face and 
body were tanned in the usual manner, while the limbs were 
rapidly bandaged with a gauze roll soaked in 20°, tannic 
acid. If the shock was very severe, the patient was morphin- 
ized and the burned areas wrapped in gauze soaked in tannic 
acid, without preliminary cleansing. Twenty-four or thirty- 
six hours later the burns were cleansed and re-tanned, where 
necessary under gas-and-oxygen anaesthesia. 

My final difference of opinion is on the distribution of 
patients throughout general wards. I prefer to segregate them 
in a ward by themselves. or at least to isolate them from 
“dirty” cases. This surely reduces the incidence of sepsis, 
and the staft of the burn ward become very enthusiastic and, 
1 think, have a whole-time job. 

1 sincerely hope that others will voice their opinion in this 
controversy.—I am, etc., 

M. DENNISON, 
Dec. 4. Major, R.A.M.C. 


Cut Tendons 


Sir,—The recent discussion on tendon injuries may give rise 
to unwarranted optimism regarding the flexor tendons among 
those who have little opportunity to see these cases. I have 
attempted a number of primary and secondary repairs by 
modern non-traumatic methods without benefiting a single 
patient, and have never heard of a case where a flexor tendon 
divided in its digital sheath has been restored to usefulness 
by suture. The plastic reconstructions described by the 
American surgeons are outside the range of all but a few 
specialists, and their value is still in doubt. 

When flexor profundus is divided it should be left alone, 
as the finger is still useful. It usually retracts through the 
perforation in flexor sublimis, and cannot be retrieved without 
endangering the tunction of that tendon also. If both tendons 
are divided the hopeless prognosis should be told to the 
patient, and amputation considered in relation to economic and 
occupational conditions. If a tendon is partly divided little 
can be gained by inserting suture material, which only adds to 
the inevitable and crippling inflammatory reaction. Divided 
tendons not in synovial sheaths can be repaired satisfactorily 
by excision of the wound, the tendon ends, and all damaged 
tissue with primary suture. 

1 am sure that any surgeon who can produce case records 
in which suture of a flexor tendon in its digital sheath has led 
to useful voluntary movement at the corresponding inter- 
phalangeal joint will soon excite considerable interest in his 
methods. In the hands of most of us the prognosis is quite 
hopeless.—I am, etc., 


Bradford, Jan, 25. J. CLAPHAM COATES. 
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Sir,—Since Mr. A. Wilfred Adams gave a good prognosis 
for tendon suture (November 30, p. 765) many diverse opinions 
have been expressed, many of them pessimistic. Dr. T. B. 
Jobson’s letter (January 25, p. 138) again brings up the subject, 
stressing accurate suture, asepsis, and care not to injure the 
sheath unnecessarily. 

There remains one other means of preventing adhesion of 
the tendon—the use of cellophane. After suture has been 
accomplished by fine linen thread, the line of suture is sur- 
rounded by cellophane, which is easily sterilized. A small 
portion is placed in position to form a minute tunnel, and its 
naturally gummy surface when wet allows it to adhere to 
itself, so that rarely even a stitch is required. After adequate 
immobilization, followed by active and not passive movement, 
the results in the few cases in which I have used the method, 
which is not original, are excellent.—I am, etc., 

Upper Deal, Kent, Jan. 29. C. G. S. MILNE. 


Amniotic Membrane for Cerebral Adhesions 


Sir,—In connexion with Dr. Wilder Penfield’s statement 
(November 16, 1940, p. 668) that unboiled amniotic membrane 
is unsafe to use by reason of its fatty content we desire to 
record the following observations. 

Both the boiled and unboiled membranes prepared by us 


according to Dr. Penfield’s instructions have a large and . 


almost equal fat content. This fat manifests itself as intra- 
cellular clusters of fatty droplets probably representing fatty 
degeneration. The only apparent change effected by boiling 
is to transform the membrane to. an extremely puckered, 
shrunken, and friable state. The fat is not removed to any 
considerable extent by boiling as recommended. In view of 
these findings we feel that any difference in results observed 
by Dr. Penfield from the use of the boiled and unboiled 
membrane should not be attributed to alteration of the fatty 
content of the membrane. Probably some other factor has 
been responsible. 

Fat can readily be removed from amniotic membrane by 
the use of fat ‘solvents, and the membrane can be sterilized 
and maintained in good condition as follows: (1) amnion is 
carefully separated from chorion and put into acetone for 
fifteen hours ; (2) rinsed in 70° methylated spirit in water to 
remove acetone, and stretched upon rough towelling to dry 
for twenty-four hours ; (3) cut into convenient pieces and all 
discoloured or stained portions rejected; put into ether for 
a further twelve hours ; (4) wash the etherized amnion through 
70°, spirit (as in step 2), and again dry upon rough towels 
for twenty-four hours. 

To sterilize: Sterilization is effected by interleaving each 
sheet of prepared membrane with grey filter paper. 
A board (half-inch-thick teak or cedar for minimum warping) 
is placed on top and bottom of the pile of sheets, and the 
whole is wrapped in a cloth and autoclaved for ten minutes 
at 5 Ib. pressure, followed by vacuum 5 lb. for another ten 
minutes. 

Our observations, however, do not enable us to state whether 
the effective removal of fat in this way is of practical value 


_ for the purpose in view.—I am, etc., 


Royal es, See, L. J. LE VANN. 


Jan. 


Spinal Anaesthesia 


Sir,—In his article, “The Surgery at No. 3 General Hos- 
pital’ (December 7, p. 794), Major Rex Binning, referring 
to spinal anaesthesia and advocating the lateral approach, 
states: “By avoiding the tough intraspinous ligament one is 
less liable to bend a fine needle and it eliminates the need 
for a Sise introducer.” This sentence raises a number of 
points connected with the technique of spinal anaesthesia, 
and } hope to substantiate my claim that the midline approach 
is at least as satisfactory as the lateral, if not, indeed, more 
so. An advantage of the midline method is the absence of 
lateral angle of introduction. The distance from skin  sur- 
face to dura mater certainly varies in different individuals, 
and this in itself can upset calculations of angles of intro- 
duction, 

The tough intraspinous ligament and Sise introducer are 
both easily overcome by the following slight addition to the 


technique. After preliminary local anaesthesia of skin and 
area of track with the agent to be used, approximately two- 
thirds of the actual track is prepared by the insertion of a 
Record syringe needle of the same diameter as, and half the 
length of, the lumbar puncture needle to be used. When this 
is withdrawn a hole will remain, and it jis a simple matter 
to direct the lumbar puncture needle along it and then through 
into the spinal canal. Actually, in practice the skin itself 
often forms a tough barrier to the lumbar puncture needle, 
° 
a problem also solved by the sharper and shorter preliminary 
needle.—I am, etc., 
H. L. ROGERSON, 
Major, R.A.M.C. 


Mental Health Administration in the Provinces 


Sir,—Your leading article on “ Hospital Administration in 
the L.C.C.” (January 11, p. 56) is very timely. The fact that 
some of the mental hospitals are now being used partly as 
general hospitals makes the present time particularly favour- 
able for the suggested fusion. Such fusion is an urgent neces- 
sity in the Provinces. In many provincial counties one finds a 
complete lack of co-operation between the municipal general 
hospital, the mental hospital, and the mental defective colony ; 
each is run by a separate committee. 

The recent report of the B.M.A. Committee on Mental 
Health includes a model scheme for the treatment of mental 
illness, and there is a recommendation that a Central Advisory 
Committee should be set up in each area to devise a co- 
ordinated plan for that area. (These committees would be 
composed of representatives of voluntary hospitals, medical 
schools, and voluntary organizations dealing with mental 
health and mental defect, and educational and health repre- 
sentatives from public authorities.) This appears to be an 
excellent recommendation, especially as the term “ area” obvi- 
ously implies a grouping together, where desirable, of several 
counties; in fact, it foreshadows. the regionalization of the 
mental health services. 

Now this whole question of the replanning of the hospital 
system of the country on a regional basis has just been 
brought sharply into prominence by the letter from the 
Minister of Health to the Chairman of the Nuffield Trust 
which was published in the Journal of January 18; and the 
Times, in a leading article, commenting on the work of the 
Nuffield) Provincial Hospitals Trust which Lord Nuffield 
founded to promote a general scheme of regionalization of the 
hospital service, points out that full participation by the public 
health authorities was one of the binding conditions. 

From these considerations it seems quite clear that before 
the local mental health services are in a position to set up 
influential central advisory committees or to take part in any 
useful regionalization scheme, there must be full co-operation 
with the local public health authorities, and to this end amal- 
gamation of public health and mental hospital committees 
is the first necessity. Not until this is done will it be at all 
easy to form central advisory committees which will carry any 
weight. And as this need for co-operation is so much greater 
in the Provinces let them go to it.”-—I am, etc., 

Warwick, Jan. 20. FRANCIS PILKINGTON. 


Convulsion Therapy in the Out-patient Department 


Sir,—It is more than unfortunate that when the nation is 
likely to make calls on psychiatry which it may find difficult 
to meet owing to the limited number of trained psychiatrists 
available, the discussion on convulsion therapy is degenera- 
ting into an undignified wrangle. It is unhappily a fact that 
the practice of psychiatry in Britain is carried out in two 
compartments (or in three if we include mental deficiency). 
Much progress has been made in recent years in all branches, 
and while, on the one hand, it is foolish and incorrect to state 
that on admission to the mental hospital the mental disorder 
is necessarily far advanced and that in a few weeks the 
* asylum psychosis ” (whatever that is) has been added to the 
original disorder, on the other hand the suggestion that a 
psychiatrist of recognized standing may never have known 
what an advanced psychotic is like is unseemly if no worse. 

Experience of both classes of patients shows that for the 
most part the psychoneurotics respond to psychotherapy in an 


‘ame. 
‘| 
+4 
l 
’ 
a. 
ws 
| 
| 
; 
, 
| 
| : 
| 
; } 
| 
} 
| 
| 
‘ 


214 Fes. 8, 1941 


CORRESPONDENCE 


THE BRITISH 
MEDICAL JOURNAL 


out-patient clinic, while the psychotic, even if a very early 
case, reacts best to in-patient treatment in a hospital where 
proper classification and other “ progressive’ methods are 
available. 

There are exceptions in both groups, and as new methods 
of treatment appear—electrically induced convulsions may 
prove to be one such—this generalization may not indefinitely 
hold good. While it exists, however, many psychiatrists, 
possibly the majority, tend to gee one or other rather than 
both classes of patient. Each may thus be in a position to 
speak with authority as regards his own sphere, but we have 
a right to expect at least moderation when voicing opinions 
concerning the position of others.—I am, etc., 

W. J. T. Kimper, 
Jan. 29, Medical Director, Hill End Hospital and Clinic. 


Bromide Therapy and Intoxication 


Sir,—I am sorry that it should have become necessary for 
Dr. Francis Pilkington (January 4, p. 10) to have written such 
a lurid and depressing account of bromide intoxication. As 
he says, bromides are some of the most valuable drugs to be 
used in wartime, and I am surprised how often | find patients 
apprehensive of taking them. They seem to have no difficulty 
in swallowing those “beastly barbiturates in Ger- 
many—though we have been warned often enough of their 
dangers. 

It is remarkable how confidently, and as a matter of course, 
sisters at nursing homes ask: “And what shall she have 
to-night, doctor?” usually meaning a tablet with a name 
ending in “1.” On the other hand, brom:de is so useful ; 
there is no need to give large doses, or even give continuous 
doses. Ten or fifteen grains given occasionally is often quite 
enough to soothe an active imagination. Bromides quieten 
thoughts, and a dose taken by a normal individual will give 
a day or two’s respite to an imagination becoming too vivid. 
The patient soon learns to know when he wants another help 
to steady him. Of-course, we all know this, but we did not 
know the terrible effects of an overdose or intoxication, and 
I have not seen a case in thirty years of practice.—I am, etc., 


Mortehoe, Devon, Jan. 25. H. M. Raven. 


Acute Bronchiolitis in Children 


Sir,.—lIn their article on “ Acute Bronchiolitis in Children’ 
(January 25, p. 107) Drs. Douglas Hubble and G. R. Osborn 
stress the importance of obstructive dyspnoea. Although this 
disease does not often come the way of the thoracic surgeon, 
I have sometimes diagnosed such a spreading bronchial infec- 
tion as an early complication of lobectomy for bronchiectasis. 
As far as such experience will allow, I fully endorse the treat- 
ment they recommend. 

I am particularly interested in the question of broncho- 
scopic drainage. No amount of bronchial suction could be 
expected to aspirate tenacious plugs from the bronchioles, and 
if it could be ascertained that this was the only lesion, bron- 
choscopy would seem to be contraindicated. It may happen, 
however, that other factors are contributing to the dyspnoea, 
and of these the most important are secretion in the main 
bronchi, swelling of inflamed bronchial mucosa, enlargement 
of hilar glands, possibly some bronchial spasm, and also that 
unexplained phenomenon of a greatly reduced cough reflex. 
As Chevalier Jackson says in the quotation used: “ The cough 
reflex may be entirely absent.” Where these crippling factors 
are present to prevent lung drainage, the most dramatic relief 
may ‘be obtained by bronchoscopic aspiration and spraying 
of the mucosa with a solution of decicaine and adrenaline. A 
discussion on the ways in which bronchoscopy helps would 
be out of place here, but I am sure that the air let in is as 
important as the secretion removed. 

It is difficult to persuade a physician that a child who is in 
the last stages of respiratory failure would benefit from what 
is regarded as the suffocating process of bronchoscopy. One 
of the disappointments of the treatment is that in a very severe 
infection the obstructive agents may return within a few hours. 

In one small boy of 9 years whom I treated in consultation 
with Mr. G. S. Seed the infection progressed to extreme 
respiratory obstruction in twelve hours from the onset of the 


——» 


first symptom. In spite of deep cyanosis, straining chest, and 
moist sounds over both sides, there was no cough. At bron- 
choscopy I found a reddened larynx and trachea, a deeply con- 
gested and broadened carina, and both main bronchi still further 
occluded by thick blood-stained secretion. When the suction 
tube touched the carina, coughing started and much thick secre- 
tion was aspirated. The effect of bronchoscopy was just as 
dramatic as tracheotomy in laryngeal obstruction. The child 
was immediately at peace. Obstruction recurred again an hour 
later and coughing was again absent. As bronchoscopy was 
obviously not going to be possible every hour, a tracheotomy 
was performed. A feather was passed down to the bifurcation 
of the trachea every half hour. This stimulated the cough 
and caused the expulsion of secretion. The child recovered 
completely in three days. To-day I should leave a bronchial 


catheter in place after bronchoscopy and so avoid a trachee 


otomy.—I am, etc., 
Leeds, Jan. 27. 2 


Sir,—Drs. Douglas Hubble and G. R. Osborn in. their 
article on acute bronchiolitis (January 25, p. 107) have drawn 
attention to the importance of this condition from the clinical 
point of view, but it is also of medico-legal importance. 
Sudden death from capillary bronchitis may take place in 


P. R. ALLISON. 


infants without previous symptoms sufficient to suggest serious 


illness. Death often takes place during the night, and should 
this occur while the child is in bed with its parents there is 
a risk that death may be attributed to overlaying, as the post- 
mortem appearances are those of death from asphyxia and 
the condition of the lungs may be overlooked unless a careful 
examination is made. In these cases the parents usually state 
that the child and often the whole family had suffered from a 
catarrhal cold, and a common and curious feature in the 
history is that the baby is believed to have recovered or at 
least to have passed the acute stage of the catarrhal illness 
when death occurs.—I am, etc., 


Wakefield, Jan. 28. P. L. SUTHERLAND. 


Epidemic Influenza 


Sir,—While appreciating Major C. H. Stuart-Harris’s plea 
(January 18, p. 96) for patience with the research workers in 
elucidating the cause or causes of influenza one feels, as a 
clinician, that it is possible, once any virus is discovered, to 
approach the problem from a biased point of view so that, 
instead of seeking a cause, there is a tendency to seek only that 
virus of which one knows. 

If, as Major Stuart-Harris states, he is unable to distinguish 
on occasion clinically at the bedside those cases which yield, 
for example, virus A from those which do not, then surely it 
is reasoneble to suggest that none of these cases is due to 
virus A but to some other as yet undiscovered cause, be it 
virus or otherwise, rather than that 30°, should be ascribed to 
virus A and the other 70°, to the unknown infection. 

You, sir, have suggested something of the sort in one of 
your leaders of last year, and one feels that such an approach 


is more likely to lead to the ultimate solution of the problem. 


—Ii am, etc., 


Highgate, N.6, Jan. 25. W. LEES TEMPLETON. 


Sunlight, Treatment 


Sir,—In his excellent letter (January 18, p. 97) Dr. F. Howard 
Humphris ignores one of the most important actions of actino- 
therapy—the tonic action of general irradiation with a good 
strong erythema-producing dose. Presumably, in common with 
myself, there are practitioners who possess mercury vapour 
lamps, and who have experimented upon themselves until they 
have ascertained the most effective dosage: some of them, too, 
maybe love the sunlight and have learned how long to bask 
in it. Theirs are the opinions I should rather like on the matter 
of correct dosages. 

Personally I find that my optimum dose is that producing a 
bright erythema, which appears within two hours, reaches its 
maximum in six to eight hours, and has not completely dis- 
appeared in thirty-six hours, and which leaves the skin slightly 

_ more pigmented than it was before. Desquamation is apparent 
in four to six days’ time. In length of time such an exposure 
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is between two and two and a half times as long as the 
* minimal erythema dose.” The effect of the bigger dose is 
to produce a feeling of well-being and renewed energy—a sort 
of ” 
feeling. Appetite is sharpened, and if bedtime supervenes rapid 
and deep sleep is enjoyed. A single dose relieves asthmatic 
attacks. Repeated exposures prolong the tonic effect. grant 
varying periods of immunity from asthmatic attacks (British 
Medical Journal, January 4, 1936), and enable convalescent and 
debilitated children to regain their lost body weight more than 
twice as fast as their controls (Brit. J. phys. Med., October, 
1935). 

It may be of interest to record the signs and symptoms that 
obtained (and were noted down at the time) on the five occa- 
sions when I have deliberately incurred over-exposure to ultra- 
violet light. These exposures were from twice to four times 
my “normal” dose; further than that I never dared go. At 
the time and for an hour afterwards there is nothing to warn 
one of what is coming. Within two hours the skin is * burn- 
ing” too much to be comfortable. Within six hours the skin 
is exquisitely tender, the tongue is white-furred ; there are head- 
ache, nausea, irritability, terrible depression (almost suicidal 
in intensity), and a positive craving for sleep, which becomes 
an obsession, and one can think of nothing except bedtime. 
Within twelve hours there is most offensive diarrhoea, after 
which the toxic symptoms rapidly disappear. Desquamation 
begins within twenty-four hours ; large sheets flake off reveal- 
ing “new skin” still erythematous. The last overdose | took 
deliberately was within five hours of a Turkish bath, at which 
all the superficial dead skin had been massaged away. On this 
occasion the toxic symptoms were excessive, tachycardia was 
suffered for three days, but there was no desquamation. The 
same symptom-complex obtained with two of my earlier 
patients to whom I inadvertently gave overdoses. A_ third 
patient (an asthmatic) had in addition delirium, painful swollen 
joints, and oedema of the eyelids—all suggestive of serum- 
sickness. 

The effects of over-exposure appear to be transient. as with 
most other forms of intoxication. Latent septic foci, however, 
will sometimes light up, and it is said to be dangerous where 
active tuberculosis of the lung tissue is present. But is not the 
minimal erythema dose rather feeble? I am sure that our 
homoeopathic colleagues do not prescribe flashlight baths.—- 
Iam, etc., 


Vale Royal, Cheshire, Jan. 22. GEorGE Day. 


Sir,—I am sorry that Dr. F. Howard Humphris suggests 
(January 18, p. 97) that my letter (December 21, p. 883) decries 
actinotherapy and the mercury vapour lamp. 1 did not intend 
to do this. The observations he has made are of interest, as 
I] know that they are based upon many years of clinical 
practice. 

Without entering a long discussion on the energy of sources 
of light, expressed in physical terms—that is, ergs per sq. cm. 
per sec.—the various types of quartz mercury vapour lamps 
generally used in actinotherapy are relatively “cold” sources 
of light emitting a high intensity of ultra-violet rays which 
have powerful erythema-producing action. Other sources of 
light are more suitable when infra-red luminous or the longer 
wave-lengths of ultra-violet rays are prescribed for light 
therapy. In actual clinical practice the quartz mercury 
vapour lamp is most suitable for production of erythema 
reaction of the normal skin, and can be employed for general 
light therapy or local intensive counter-irritation therapy. 
Dosage needs supervision and control. I have advocated a 
technique of dosage which I have called “ short-ray therapy ~ : 
unfortunately an error printing inserted short-wave 
therapy ~; this needs no further comment. 

By this method of treatment the minimal erythema-producing 
dose of rays of light is applied to an area of skin 12 in. 
by 12 in. An interval of ten to twelve days is allowed to 
elapse between the time when any of the selected skin areas 
are again irradiated. The advantages of this method of treat- 
ment are: (1) The dosage is accurate and can be correctly 
repeated by others. (2) Laboratory research supports this 
technique, for the optimum response of the bactericidal power 
of the blood will follow such irradiation. The exposure of 
large areas of skin will reduce the haemobactericidal power. 
(3) The skin is kept in a constant light-sensitive state. Im- 


munity and resistance to erythema reaction of ultra-violet rays 
will follow thickening of the epidermal cells and hyperplasia 
caused by repeated weak and suberythema doses of ultra- 
violet rays. The penetration of the short wave-lengths are 
arrested. (4) The dangers of “overdosage are prevented ; 
these may occur when wide areas of skin are irradiated. (5) 
Suberythema and weak doses may be insufficient and of no 
therapeutic value, as the biological reactions of ultra-violet rays 
follow an “all or nothing” law. 

There is litthe doubt that the longer wave-lengths also have 
therapeutic value ; the observations made by Kovacs are well 
established, but if the high-pressure quartz mercury vapor? 
lamp is to be used for this purpose it is necessary to screen 
or weaken the short wave-lengths of ultra-violet rays as long 
exposures are needed. Other lamps are more suitable for this 
purpose. The quartz mercury vapour lamp is a_ valuable 
agent for the treatment of disease and the maintenance of good 
health. Its use is most suitable in hospital, in private practice, 
and in industry, but the best results will follow correct super- 
vision of apparatus, personnel, and dosage. Caution is needed 
when such lamps are installed in factories, the home, and 
elsewhere.—I am, etc., 

London, W.1, Jan. 27. ALBERT EIDINOW. 


Effect of Morphine after Cholecystectomy 


Sirn,—A paragraph in Mr. Michael J. Smyth's article on 
exploration of the common bile duct for stone (January 25, 
p. 111), describing recent work on the action of different drugs 
on the sphincter of Oddi, explains to me a_ long-standing 
puzzle, and brings forward a point that may be of some prac- 
tical importance at this time. Ever since a cholecystectomy 
many years ago a patient has shown what I wrongly supposed 
to be an idiosyncrasy towards morphine and its derivatives, 
even the tiny dose of codeine in a veganin tablet causing severe 
pain, now for the first time easily understood. There must be 
in the country a fair number of people without gall-bladders, 
who are potential air-raid casualties and to whom, if they 
become casualties, a full dose of morphine will probably be 
administered by a doctor who knows nothing of their medical 
history. One supposes that, far from relieving their pain and 
shock, this may increase it. 

It is clearly impossible to obviate this risk completely, but 
I have given to my patient a note as follows to keep in the 
cover of her identity card. 

IMPORTANT NOTE 
A cholecystectomy has been performed. Morphine in any form 
causes spasm of the sphincter of Oddi with severe pain. 
If morphine has been given or is absolutely necessary pain duc 
to it can be relicved by: 
Inhalation of capsule of amyl nitrite or glyceryl trinitrate, 
er. 1/100. 

I have advised the patient to carry one or two amy] nitrite 

capsules with her.—I am, etc., 


North Shields, Jan. 27. J. B. WILLIAMSON. 


The British Drug Industry 


Sirk,—In an article under the title “ Rationalization of the 
British Drug Industry ~ in your issue of December 21, 1940, 
you take editorial responsibility for opinions which we sub- 
mit are unjustified by the facts of the case. The official 
character of your journal makes it necessary for the Asso- 
ciation of British Chemical Manufacturers to indicate to your 
readers certain of these facts. We therefore ask your 
courtesy in giving us space for this purpose and for making 
explanations which may help to remove the misconceptions 
to which your article has given rise. 

The drug industry, like others born under a British system 
of free competition, is composed of a number of units in 
course of development. These are not, however, as you 
state, crowding each other out. On the contrary, through 
our Association, they are working closely together, and, con- 
trary to your assertion, they have done so increasingly during 
the past year, though we readily admit that a still greater 
degree of co-ordination is desired by many of our members. 

In addition to maintaining their own research departments, 
many British firms do also in various ways regularly lend 
considerable aid to research work carried out in the labora- 
tories of universities and medical schools, and the suggestion 
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that they make no contribution whatever to such work stands 
in need of revision. 

We acknowledge that greater unity in the naming of new 
drugs is desirable. Indeed, with this end in view, it was the 
Association of British Chemical Manufacturers who in 1939 
first sought the help of the British Pharmacopoeia Commis- 
sion in giving names for drugs formerly not made in this 
country that were known by registered trade names of foreign 
origin. These pharmacopoeial names are, with few exceptions, 
now used generally by members of the Association of British 
Chemical Manufacturers, although frequently in addition to 
their own registered trade marks. The purpose of the latter, 
however, is not to disguise the nature of the drug, but to 
identify it as the product of a particular manufacturer. 

Your statement that it is due to the initiative and drive of 
the Medical Research Council that the drugs in the Addendum 
have been so quickly made available in this country also needs 
correction. Long before the war the British drug manufac- 
turers took the initiative in asking for medical advice as to 
what drugs not already made here were to be considered as 
really essential to the medical profession. The Medical 
Research Council gave this advice, but it is due to the 
initiative and drive of the manufacturers and to the fact that 
they had previously established strong research and produc- 
tion departments that these drugs in the Addendum, as well 
as many others, have quickly been made available to the 
medical profession in a state of purity and in adequate 
amounts by the members of our Association.—We are, etc., 

THE ASSOCIATION OF BRITISH CHEMICAL MANUFACTURERS. 

166, Piccadilly, London, W., Jan. 30. 


The B.M.A. and Medical War Issues 


Sir,—The Journal of January 4 contains a letter from Dr. 
Margaret Lowenfeld containing the following paragraph: * As 
a profession we are responsible to the people for their health. 
Is it not time we roused ourselves and as a body saw to, it 
either that the Central Government makes use of those powers 
we have delegated to it or that by other and more direct means 
this objective is gained? We have in the B.M.A. the necessary 
instrument to collect information, disseminate it, and see that 
pressure is brought to bear on the authorities. Let us take 
responsibility for our part of the war and‘ go to it.” (The 
italics are mine.) In the same number of the Journal is a 
report of the last Council meeting. at which I made (not for 
the first time) similar remarks. 

At the moment there is one important issue about which the 
Association is in a position to collect information and bring 
pressure to bear on the authorities so that the requisite action 
may be taken—and that is the medical aspect of the invasion 
we have been told by the Prime Minister to expect. 

We have been told to stay put in the event of invasion. 
We know that the unprotected population flying from the 
intense aerial bombardment contributed in no small measure 
to the defeat of France. Does our experience in the bombed 
cities lead us to suppose that the refugee population: in the 
reception areas will stay put in the event of an intense bom- 
bardment unless there is some reasonable protection? How- 
ever high may be the morale of the civilian population in 
reception areas, we must consider the possibility that, in the 
face of the kind of attack we are expecting, they will try to 
escape by dispersing throughout the countryside. Leaving out 
all military considerations, have full medical preparations been 
made to deal with the disruption caused by this dispersal? 
Such a dispersal may well give rise to a spate of epidemics, 
and, apart from this, it will entail serious effects on the mental 
and physical welfare of the future generation. 

A question that has been asked me more and more of late 
by doctors in my area is, “ What are we expected to do in 
the event of invasion? ~ They want to be prepared for their 
duties. and so far as is possible in advance. Has the Associa- 
tion taken this matter up with the proper Departments? Is it 
decided which doctors should remain? Has the treatment of 
casualties in the civil population or in the Home Guard in 
the event of invasion been considered? If there is information 
on these points, is it not important that it should be dis- 
seminated as soon as possible? 

The medical risks of a dispersal of the population in the 
event of invasion would be to a large extent lessened if there 


— 


were adequate protection for the civil population in the 
reception areas of the country. Although such protection is 
primarily a military matter, it has a vital bearing on the 
medical aspect and is therefore one on which the Association 
should make its voice heard. In this connexion it is a matter 
for regret that the Association has not taken an active interest 
in the construction of shelters. Here again the questions of 
security against bombs and security against disease are closely 
linked, and if we are to envisage a long war it is still not too 
late for the Association to take this matter up. 

In the report of the last Council meeting in the Journal of 
January 4 there is a reference by a member of the Council to 
the use of the Journal and the futility of ordinary committee 
methods. I agree that ordinary committee methods are futile 
at a time like this and believe that the columns of a weekly 
journal have the disadvantage that information in it does not 
lead to speedy action. The present machinery of the Associa- 
tion is adapted for the single purpose of obtaining personnel 
for the Forces and not for that of dealing quickly with day-to- 
day problems. What machinery is there for seeing that speedy 
action may be taken on vital matters? I would suggest that 
there is none, and also that it is still not too late for us to 
modify our organization so that we can more promptly meet 
the urgent needs of the moment. Relevant to this matter is 
the following quotation from an article in the Sunday 
Times, in which it was stated that the recent fire of London 
“revealed certain facets in the English character—a certain 
inability of the unimaginative official mind to prepare suf- 
ficiently.in advance against the anticipated but unexperienced.” 

Let us, therefore, form a small body open to receive sug- 
gestions whose watchwords will be “speed” and “action,” a 
body to prepare adequately in advance against the anticipated, 
so that it will no longer be possible to level against the 
Association that accusation—* too slow” or “too late.” 

Finally, may I say that a draft of this letter was shown to 
the Chairman of the Council before publication.—I am, etc., 

Birmingham, Jan. 31. S. WAND. 


Medical Planning Commission 


Sir,—The almost simultaneous publication of Sir John 
Orr’s recent address (Journal, January 18, p. 73) and the details 
of the Medical Planning Commission (Supplement, January 4, 
p. 1) is indeed a blessing, for the former has given you, Sir, an 
opportunity to criticize it in the same spirit which has ani- 
mated the minds of those who are responsible for the forma- 
tion of the latter. 

While there can be no quarrel with the essential medical 
points raised in Sir John’s address, there is, as already evi- 
denced by your public correspondence, a great deal of dismay 
and dissatisfaction with the manner in which the Medical 
Planning Commission has been constituted and the qualifica- 
tions of its personnel to consider contemporary medical prob- 
lems of fundamental importance, and your leading article 
(p. 91) on Sir John’s address may swell the dissatisfaction, for 
it does not indicate that one of the main points raised in this 
address has received that wider and more intelligent considera- 
tion that is its due. 

In the first place medicine of the future must be closely 
bound up with politics, and the sooner that fact is realized by 
the profession the sooner will we get.a really intelligent survey 
of the problems which concern us. In the second place poli- 
tics in the past has inevitably meant party politics, but it need 


‘not so remain in regard to medical matters if the profession 


can convince the public in the meantime that it has set its 
own house in order and is able to produce a cast-iron case 
for reform in practically every branch of its work. If the 
profession can produce such overwhelming evidence, as indeed 
it can and must, no political party would dare oppose or 
question such evidence, and the result would be a general 
acceptance by all political parties of this evidence. 

How, then, must the profession proceed to make such a 
possibility a reality? The answer is simple enough to any 
unbiased mind—namely, the setting up of a commission com- 
posed of men and women who have practical experience of the 
many and complex problems which must figure in its terms 
of reference ; and how extensive these terms of reference must 
be I hope to indicate at a later date. The reason for the 
discontent in regard to the present Medical Planning Com- 
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mission is due to the fact that the personnel has not been 
chosen with any real comprehension of the issues at stake. and 
until such a commission is appointed any findings of a com- 
mission with such obvious limitations as the present Medical 
Planning Commission, as constituted, will not carry the weight 
or authority of the profession, and will have the further un- 
fortunate effect of misleading and puzzling politicians and 
public alike.—I am, etc., 


London, S.W.1, Jan. 28. R. PROSPER LISTON. 


Sik,—While probably all are agreed upon the necessity for 
action the Medical Planning Commission as proposed has so 
many hostile critics that it would be wise to consider whether 
a better scheme might not be devised. It is clear that most 
of the criticism is caused by the fear that one interest or 
another will not receive due consideration ; another ground of 
objection is that younger members of the profession are not 
adequately represented. It must be admitted that the findings 
of so large a body must depend on the votes of the majority, 
and as a consequence points of importance to a relatively 
small section may, if not presented with sufficient force and 
logic, be lost sight of, especially as an unbiased and judicial 
attitude cannot be expected from a body of men so many of 
whom have been appointed to represent sectional interests. 

| suggest that a better method would be to appoint a 
small body, say six members. half from general practice and 
half from consultants and specialists, chosen only for their 
ability to form an impartial opinion and with a reputation for 
sound judgment, together with a chairman from outside the 
profession, perhaps a legal authority who would at the same 
time view the problems from the point of view of the general 
public, the patients. Witnesses, who would be chosen to 
represent all sections of the profession and all aspects of the 
.problem. would give evidence before this commission. In due 
course a report would be prepared which might be expected 
to be impartial and comprehensive. 

Such a small commission might be appointed by the Medical 
Planning Commission as at present constituted and the report 
when prepared would be presented to them. Later the report 
and their observations upon it would be made public for wider 
criticism, and the Commission might then formulate a scheme 
to be put into practice at the appropriate time with the whole 
Weight of the profession behind it.—-I am, etc., 

Buxton, Feb. 1. CHARLES W. BUCKLEY. 


Sik,—Every right-minded practitioner will agree with the 
letter of Dr. Alfred Cox (January 11, p. 61) in commending 
the Association’s initiative in setting up the Medical Planning 
Commission. The constitution of the Commission, however, is 
causing considerable misgiving, although, of course, no possible 
exception could be taken to any individual member. It seems 
probable that 90°, would be a more correct estimate of the 
proportion of the profession made up by general practitioners 
than the 80°, of Dr. H. Dundas McCall (January 25, p. 132). 
On the Commission there are only eighteen members whom 
the most elastic standard of classification could describe as 
general practitioners, while there are twenty-nine consulting 
surgeons and physicians, seven other specialists, and ihree 
deans of medical schools. 

Many will be rendered still more uneasy by the fact that 
they agree with Mr. P. L. Giuseppi’s vision (January 18, p. 97) 
of a full-time medical service. But among general practi- 
tioners there is a growing feeling that their interests, which 
they believe in health matters to coincide with those of the 
nation, are not likely to be best sustained by the hands of 
consultants. It is not many years since many of our eminent 
colleagues were constantly assuring us that the family doctor 
was the backbone of the profession. But we do not forget that 
at the same time agreement was reached with a Ministry of 
Health scheme which had the effect of driving the thin end 
of the wedge between the general practitioner and the practice 
of midwifery, and which may ultimately lead to the complete 
disappearance of that part of his practice. And in spite of 
hopeful words, encroachments upon general practice grow daily, 

If a full-time service should ever come into being. the impor- 
tance of the part which the Association can play in_ its 
delivery cannot be exaggerated. But it can only play such a 
part if it can command the solid confidence and support of 
all ranks of the profession. I submit, Sir, that it is urgent 


that such a pronouncement shall be made at once as shall 

silence once and for all suspicions of the kind expressed above. 

—I am, etc., 
Croydon, Jan. 23. J. NEWTON Hupson. 


Medicine in a Changing World 


Sir,—Sir John Orr in his lecture on trends in nutrition 
expresses his conviction that what may be termed the creation 
and preservation of “ positive” health of body and mind of 
the community is the primary duty of the medical profession. 
Naturally it should accompany or precede the reorganization 
of the preventive and curative medical services in the more 
limited sense of these terms. 

Sir John Orr’s address shows good “ visibility ” and compre- 
hensiveness and is medical planning on a national basis, the 
only complete and lasting form of planning, and is refreshing. 
In it he claims that doctors should take their rightful place as 
citizens in the * New World Order,” of which we hear much, 
and he makes certain recommendations to bring this about. 
He refers to the recent jetter by Dr. R. W. L. Ward in ‘the 
Journal, which says that “the profession has been too much 
occupied with its own remuneration and failed to recognize 
the responsibilities towards the bigger issues of national life.” 
He advises the British Medical Association to define the con- 
ditions which we, as doctors, would plan as necessary for the 
benefit of the needs and health of the people in our social and 
economic systems. This would require a reconstitution of the 
functions and composition of the Medical Planning Commis- 
sion, but it would be well worth it. 

In your leading article on medicine in a changing world in 
the same issue you remark that “ medicine cannot concern 
itself with the economic man, the political man, the religious 
man, or the legal man.” Again you say that on such subjects 
as diet and nutrition doctors must speak in medical terms only, 
“uncontaminated with political partisanship or economic 
theorizing.” Why so? Are there no honest men and women 
and sound knowledge in these and all callings of life? 
Indeed a good number of doctors, including myself, have 
practised such collaboration for years and found that many 
of these people would promote and advance the conditions 
doctors advocate. Our experience tells us that if the British 
Medical Association in drawing up the plans for the common 
health and welfare ignores the knowledge of the economists 
(who work out their financial aspect), or the help of the poli- 
ticians (who would make honest laws to ensure them), or the 
lawyers (who would formulate these laws), or the men of 
religion (who practise and preach the lesson of the Sermon 
on the Mount), or, may I add, the cobbler who makes our 
shoes or the public who is to take our advice, then the Com- 
mission and the British Medical Association are again doomed 
to failure. 

We shall be regarded as “ shadow” doctors only and as a 
body of emasculated citizens, not full, free, equal, and good 
ones, unless we ask and call in any and all necessary technical 
advice and enlist the active personal support of one and all, 
and the good will, common sense, and co-operation of all good 
citizens, and translate our “ prescription” into active scientific 
“treatment.” Professional remuneration can be rightly left to 
the respect and the resources of the State and the community 
that provide the payment (and take our treatment) by mutual 
arrangement with the doctors and their allied and auxiliary 
colleagues, all of whose status and services would be enhanced 
in value.—I am, etc., 

Woking, Jan. 20. 


Sir,—Your leading article on medicine in a changing world 
and the policy of the B.M.A. presumably expressed in this 
article should come as a shock to no one. The individual 
practitioner, by the very nature of his work, has the oppor- 
tunity of becoming the most knowledgable of citizens, and 
by virtue of his scientific training is tempted to inquire into 
the political, economic, and other causes giving rise to the 
disease of mind and body affecting his patients. Knowledg- 
able and scientifically minded citizens are potentially very dan- 
gerous to the peace of mind of Government Departments and 
centralized bureaux : they ask inconvenient questions at incon- 
venient times. and tend to start other members of the com- 
munity thinking about the whys and wherefores of our present 
social disorder. 


F. G. BUSHNELL, M.D. 
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Your implied advice to the individual practitioner that he 
should be careful not to let Sir John Orr put dangerous ideas 
into his head, but instead be a busy little doctor getting on 
with his doctoring. so avoiding political and economic con- 
tamination, is most timely. So many members of the com- 
munity already are under the impression that they are engaged 
in a war to defend the liberties of citizens against the tyrannies 
of power-drugged Governments and bureaux. That the cobbler 
must stick to his last and probably eschew any spare-time 
process of critical thought or inquiry inherent in good citizen- 
ship is, if disregarded in a totalitarian State, so apt to lead to 
liquidation. 

Happily the individual practitioner has. in large part, been 
saved from these dangerous, citizenly activities by being 
allowed the barest minimum of spare time. He can now see 
that the close co-operation of the B.M.A. with the Ministry of 
Health, resulting in the increasingly onerous terms of service 
under the Ministry of Health and under central and local 
government bodies, has ensured his being kept safely tied to 
his stethoscope. 

An editorial caveat against listening to the broadcasts of 
Mr. J. B. Priestley might guard the individual practitioner from 
this source of citizenly contamination.—I am, etc., 


Trentham, Jan. 27. R. CRICHTON PEATE. 


Sir,—Surely you dismiss Dr. Maitland Radford too sum- 
marily. If we accept Sir John Orr's conclusions (and I take 
it they are not seriously questioned by the profession), then. 
since the nation will have to take action, we shall be expected 
to give some kind of a lead. Action will be political action, 
so we cannot keep politics out of it. But are we not citizens 
as well as doctors, and citizens with a special responsibility 
in this matter? Where but in our professional journals should 
we discuss ways and means to end this deplorable national 
failure? Of course there will be differences of opinion: of 
course our individual party politics will colour our arguments : 
but out of a free discussion some practical proposals may 
emerge upon which we can concentrate.—I am, etc., 


London, W.1, Jan. 30. C. E. WHEELER. 


The Myotonic Pupil 


Sir, -As a friend of the late W. J. Adie’s my opinion on the 
direct issue which Mr. R. Foster Moore's letter (January 18, 
p. 99) raises would inevitably be too biased. and I refrain 
from expressing any. There are others with fuller knowledge 
of the circumstances and therefore better qualified to speak 
concerning Mr. Foster Moore's particular plaint. (It may, 
however, not be inappropriate to point out that Dr. F. M. R. 
Walshe, in his recent book Diseases of the Nervous System, 
speaks simply of the “ myotonic pupil.”) I have been inter- 
ested to hear in conversation various and contrary opinions 
expressed on Mr. Foster Moore’s letter. Might not ihe occa- 
sion afford an incentive to a discussion of more general 
interest—for example, on the historical significance of the 
value attached to academic eponymy, as an implement of 
success and power, in its broad relationship to various out- 
standing trends in our present-day Western civilization? 

In a previous letter (October 23, 1937. p. 827) Mr. Foster 
Moore himself confessed that “claims for priority are apt to 
be undignified,” but when we take into consideration the 
spirit of the times we should allow that there can be justifica- 
tion for such anxiety. In an age which measures * success,” 
“ cleverness,” etc., on the basis of journalistic “ scoops ” those 
of us who might in other circumstances prefer the tranquillity 
of the study may have little choice than to acclaim our wares 
from the house-top as the only alternative to relative extinc- 
tion. The significance of the modern value attached to 
“ priority ” in matters of “ observation” is a very important 
aspect of competitive professionalism, if only because it has 
such a harmful influence on teaching. 

It would be interesting to hear a discussion on this subject. 
and if Mr. Foster Moore’s letter reveals—as it probably will— 
the impossibility of arriving at finality on such a small and 
particular issue as he raises, it will have served a useful 
purpose if it initiates some clarification of much more general 
considerations which its publication stimulates.—I am, etc., 


London, Jan. 27. Basi GRAVES. 


Sir,—lIt is clear that both your correspondents, Dr. Parkes 
Weber and Dr. Pappworth, have found published cases of 
abnormal pupil reactions which we may accept as examples of 
the condition under discussion: Dr. Pappworth refers to a 
case so early as 1813, and, as he very properly says, earlier 
cases may have been reported. No one, I fancy, would accept 
the publication of a single case of a condition as_ being 
sufficient to justify the application of the term “ syndrome ~ 
to it: Dr. Pappworth does not state whether any of the 
published cases referred to by him are sufficiently compre- 
hensive to justify such a term. 

Had there been any inaccuracy in my letter it would be 
proper that it should be pointed out, and as such has not 
been done it may be taken that its accuracy is accepted, that 
in fact the characteristics and definition of the condition 
based on my series of cases were published in 1924—that is, 
a number of years before Adie published a single case of it. 
Dr. Pappworth says that my publication “has never received 
the recognition which it has deserved” because it was pub- 
lished in a specialized journal. Can he, however, suggest a 
more suitable medium for the publication of a group of cases 
of abnormal pupil reaction than the Transactions of the Oph- 
thalmological Society of the United Kingdom and a textbook 
on medical ophthalmology? And, in any case, it was in the 
former Transactions that Adie published his cases six or seven 
years later. 

I should like to say one further word on what Dr. Parkes 
Weber calls “wrangling on the question of priority” and 
Dr. Pappworth refers to as “haggling.” Neither of these 
remarks seems to me in any way applicable to a letter which 
was a statement of facts which were left to speak for them- 
selves ; there was no mention of priority : it may, however, be 
noticed that Dr. Parkes Weber goes on “to claim priority ~ 
for a single case of his colleague and himself. and is sufficy 
ently dogmatic to state that “this was the first demonstrated 
case” of the condition.—-I am. etc., 


Salisbury, Feb. 3. R. Foster Moore. 


Medical Examination of Home Guard 


Sik, —Dr. E. Wynne-Jones’s letter (January 25, p. 137) was 
especially interesting in regard to the suggested appointment 
of a medical officer to each Home Guard battalion. This 
surely should be considered an absolute essential for any unit 
such as the Home Guard, who are undertaking active service 
and who, necessarily, should have not only a medical officer 
but also medical personnel to deal with casualties ; also plans 
must be made in advance so that these casualties may be 
effectively treated and evacuated. 

In the Edinburgh zone Home Guard medical officers have 
been attached to all the battalions since August, and they 
have had plenty of work to do, not in examining volunteers: 
as Dr. Wynne-Jones has done, but in training personnel in 
first-aid work, forming battalion and company first-aid posts, 
locking after the various sanitation problems which arise, and 
making the necessary arrangements for the evacuation of 
casualties to the aid posts and therefrom. All these doctors 
have enrolled in the Home Guard as ordinary volunteers in 
the first instance and have then been posted to the various 
battalions as medical officers, being accorded the same status 
as that of a company commander. The senior medical officer, 
who is attached to zone headquarters and is responsible for 
the co-ordination of all the medical arrangements and col- 
laboration with the military and civil authorities for the 
evacuation of casualties and other matters, is accorded 
the same status as a battalion commander. He attends all the 
zone headquarter conferences so that he can keep au fait 
with all that is going on and can give advice on all medical 
matters. 

It is only by a scheme such as the above that casualties 
in the Home Guard can be effectively dealt with, and it seems 
extraordinary that this has not yet been apparently recognized 
and it has been left to individual Home Guard units to make 
their own medical arrangements without any help or co- 
ordination or even recognition of medical officers as such.— 
I am, ete.. 

W. F.. T. HAULTaIn, 


Jan 27. Senior M.O., Edinburgh Zone, Home Guard. 
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The Scottish Ploughman’s Dietary 


Six—In the Journal of January 11 (p. 63) 1 mentioned 
Robert Burns’s diet—that of the Scottish ploughman—as a 
matter of interest merely, not as illustrative of what the diet 
could do! It would be absurd to measure the value of the 
particular diet by the years of Burns’s life (which, after all, 
is to be reckoned by what he was and achieved rather than by 
its length in years), 

At the same time, it is known that, although Burns spent 
his life in hard toil and striving against poverty with its atten- 
dant evils, he did not suffer at any time from wrong or 
insufficient feeding. Energetic he was and of vigorous consti- 
tution, being of athletic build and powerful intellect. He was, 
however, always badly housed, and seemed compelled to live 
his short life in an environment bad in every respect. It was 
such adverse influence, along with occasional imprudent and 
indiscreet conduct—perhaps all too usual in those days—that 
predisposed him to an early death. Perhaps. too, Burns had 
to misguide him certain harmful peculiarities of temperament 
understandable in men of surpassing genius and _ brilliance, 
interested in everything and everybody but themselves and 
their own health and interests. At the last he developed a pro- 
tracted illness which, from the clinical course it took, can 
only have been caused by a subacute infective endocarditis, 
not “ rheumatism” or alcoholism, as has so often been said. 

But, apart from all this, I believe that Dr. M. Newfield 
(January 18, p. 101) will agree with me that, if somewhat 
unappetizing, the ploughman’s diet of oatmeal, broths in 
quantity, potatoes, milk, and the occasional herring, should 
constitute a sound basic diet for hungry days.—I am, etc., 

Bournemouth, Jan. 19. S. WATSON SMITH. 


Perspiration and Flannel Clothing 


Sin,—If Mr. R. Kennon (January 25, p. 137) will try the 
experiment of the fiannel and the thermometer he will find 
it does not work. The temperature remains obstinately at 
98.4°.—I am, etc., 

London, W.1, Jan. 31. 


C. K. VARTAN. 


The Services 


DEATHS IN THE SERVICES 

Major-General Sir GEORGE. BRADSHAW STANISTREET, K.B.E., 
C.B., C.M.G., late R.A.M.C., died at Bournemouth on January 
26. aged 74. He was born on May 13, 1866, at Malahide, 
County Dublin, the son of Dr. Richard Stanistreet, and educated 
at Windermere College and at Trinity College, Dublin, where 
he graduated M.B., B.Ch., and B.A.O. in 1889, after taking 
the B.A. in 1887. He entered the Army as Surgeon Captain 
on July 28, 1891, became Lieutenant-Colonel on September 13, 
1913, Colonel on December 26, 1917, Major-General in 1918, 
and retired on September 16, 1922. He served on the North- 
West Frontier of India in 1897-8, in the Tirah campaign, 
receiving the Frontier medal with two clasps, and throughout 
the war of 1914-18, when he filled the posts ot Deputy 
Assistant Director-General, A.M.S., in 1913-17, Assistant 
Director-General in 1917-18, and Deputy Director-General 
in 1918-22. He received the C.M.G. in 1917, the C.B. in 
1918, and the K.B.E. in 1922. He had been a member of 
the British Medical Association for over fifty years. 

Colone! CHARLES JAMES BamBeErR, M.V.O., IMLS. (ret.), died 
at Downpatrick on January 9, aged 86. He was born at 
Chittagong on July 14, 1855, the son of Mr. Henry Bamber, 
and was educated at Bedford Grammar School and at St. 
Bartholomew's Hospital, taking the M.R.C.S., L.R.C.P. in 1878 
and the Cambridge D.P.H. in 1892. Entering the I.M.S. as 
surgeon in 1878, he became colonel in 1910 and retired in 
1915. Most of his service was spent in the Punjab in civil 
employ. which he entered in 1887. He held various civil 
surgeoncies, including the important one of Rawalpindi, 
1893-8, before he was appointed sanitary commissioner to the 
Punjab Government in 1900, a post he held until 1910. From 
1910 to 1915 he was Inspector-General of Civil Hospitals in 
the Punjab, and held that post until his retirement. He was 
administrative medical and sanitary officer, Delhi Durbar, 
1902-3 (medal), administrative medical and sanitary officer, 
Coronation Durbar, 1911 (medal). and a member of the 
Coronation Durbar Committee. He served on the North-West 
Frontier of India in the Mahsud Waziri campaign of 1881. 


in Burma in 1886-7 (medal and clasp), and on the North-West 
Frontier. Malakand, 1897 (medal); he received the M.V.O. in 
1911. Colonel Bamber was the author of a work on The 
Plants of the Punjab, 1917. He had been a member of the 
British Medical Association for thirty-one years. He leaves 
a widow. 


Obituary 


PROF. K. F. WENCKEBACH, M.D. 
Hon. F.R.C.P. 


We much regret to learn of the death of Dr. Karel 
Frederik Wenckebach, emeritus professor of medicine in 
the University of Vienna, whose name as a cardiologist 
is honoured throughout the world. He came of Dutch 
parentage and was born at The Hague on March 24, 1864. 
After studying at the University of Utrecht he graduated 
M.D., and was appointed in 1888 assistant in the Institute 
of Zoology, and afterwards in the Department of 
Pathology and Normal Anatomy. In 1901 he was elected 
professor of internal medicine at Gréningen, and from 
1911 to 1914 held the same post at the University of 
Strasbourg. He was then called to the chair of medicine at 
Vienna, and was made emeritus professor in 1929. 
Throughout those years Wenckebach identified himself 
with progress in the study, pathological and clinical, of 
diseases of the heart and circulatory system, publishing 
many important contributions to cardiological knowledge 
between 1901 and 1932. For some years he edited jointly 
with Drs. Falta and Jagic the Wiener Archiv fiir innere 
Medizin. 

Prof. Wenckebach, apart from his scientific and pro- 
fessional eminence, was a man of personal charm. He 
spoke English fiuently and felt genuine affection for this 
country, where he had many friends. He was an Honorary 
Fellow of the Royal College of Physicians and of the 
Royal Society of Medicine, and a Foreign Corresponding 
Member of the British Medical Association. 


Sir THomas Lewis writes: 

Many of us in this country will hear with great regret of 
the death of Prof. Wenckebach, realizing that a chief link 
with a period of work of extraordinary productivity has been 
broken. For Wenckebach was one of that brilliant group, 
which included Cushny, Mackenzie, Einthoven, who simul- 
taneously engaged, intensively and often in collaboration, in 
studying irregular action of the heart in man. When as a 
young man I first met Wenckebach it was at Gréningen, 
where he then held the chair of medicine. He had already 
reached fame by his independent analysis of cardiac irregu- 
larities, using the radial pulse only ; this work, published as 
a whole in his first book, Die Arhythmie, in 1903, was a 
brilliant achievement and the foundation of much that 
followed. He continued for many years to publish important 
papers and to stimulate thought and work in this same field, 
in which he will always be recognized as having been a 
pioneer. In later years, by publishing an instance in which 
quinine stopped attacks of auricular fibrillation, he made a 
first observation that led quickly to the successful use of 
quinidine for chronic fibrillation. His work upon  beriberi 
heart, undertaken in post-war years in the Dutch East Indies, 
again broke fresh ground and must be regarded as of high 
importance. 

There are those of us who will recognize not only that a 
leader, but that an old friend, has passed away. “ Venky,” 
as he loved to be called by his intimates, was a genial, good- 
hearted fellow, full of enthusiasm for work, inspiring to others, 
and a great teacher of students: we remember how his work 
carried him from Holland to Germany and then to Austria, 
and how, unhappily, two war periods came to separate him 
from his British friends. But neither one nor the other could 
dim our affection or admiration for this great Dutchman. 


n 
e 
n 
d 
e 
is 
is 
ye 
rs’ 
n 
s, 
ot 
rs 
in 
Is 
1S 
1e 
lit 
al 
es 
ns 
O- 


220 +Fes. 8, 1941 


OPITUARY 


Tue Britis 
MEDICAL JOURNAL 


SIR WILLIAM HORROCKS. K.C.M.G., C.B. 

Colonel, late R.A.M.C. 
Sir William Heaton Horrocks died on January 26 at 
Walton-on-Thames, aged 81. He was born at Little 
Bolton, Lancashire, on August 25, 1859, and educated at 
Owen's College, Manchester. He graduated as B.Sc. in 
1878 and as M.B. with honours in 1883 at London 
University, also taking the B.Sc. Victoria University in 
1882, the M.R.C.S. in 1882, and the D.P.H. of the London 
Colleges in 1901. Entering the R.A.M.C. as surgeon on 
February 3, 1887, he became lieut.-colonel on May 19, 
1911, brevet colonel on May 
20, 1911, colonel in the long 
war promotion list of March 
1, 1915, and retired at the 
end of 1917. Throughout his 
service he was employed 
almost entirely on scientific 
work, in which he made a 
great name. In 1897 he was 
appointed assistant professor 
of military hygiene at the 
Army Medical School, Net- 
ley, and continued to hold 
that post at the Royal Army 
Medical College, Millbank, 
till 1903. He was medical 
officer and sanitary officer at 
Gibraltar from 1903 to 1909. 
In 1904-6 he served as a member of the Royal Society's 
commission on Malta fever, or Mediterranean fever, in 
which capacity he did his best work and made his name. 
Sir David Bruce had previously proved that the cause of 
this fever was a microbe, Micrococcus melitensis, but it 
was Horrocks who discovered that the disease was trans- 
mitted by goat’s milk, and could be avoided by not using 
such milk. 

In January, 1915, Colonel Horrocks was awarded the 
Chadwick gold medal of the Royal Society of Arts for 
the best work done in promoting the health of the men in 
the Army. When the war began in 1914 he was appointed 
chairman of the Anti-gas Committee to devise methods 
for counteracting the use by the enemy of poison gases. 
In 1914 he was appointed Honorary Surgeon to the King, 
and received the C.B. in 1917 and the K.C.M.G. in 1918. 
He was the author of The Bacteriological Examination 
of Water, for long the standard work on this subject, and 
along with Colonel Firth edited the second edition of 
Notter and Firth’s (originally Parkes) Theory and Practice 
of Hygiene. He also edited the Journal of the R.A.M.C. 
till quite recently, and wrote many scientific treatises and 
articles, the list of which fills half a page in Johnston’s 
Roll of the R.A.M.C. In 1894 he married Minna, the 
daughter of the Rev. J. C. Moore, of Connor, County 
Antrim; she died in 1921, leaving one son and one 
daughter. 


Brigadier E. M. COWELL writes: 

The name of Sir William Heaton Horrocks will be for ever 
perpetuated in the Army because of the contribution he made 
to the improvement of the hygiene of the Army by the intro- 
duction of the “Case, water-testing—sterilization,” or, as he 
loved to call it, “ My little box.” Sir William was a great 
man with a wide outlook and an untiring devotion to detail. 
He retained his interest in the Journal of the R.A.M.C. until 
the end, being entirely responsible for the editing of all the 
articles since the beginning of the war. The writer had been 
privileged to see something of Sir William in the past few 
months. He was a little, frail, sweet-tempered gentleman, 
old in years but young in mind, living in the country but in 
touch with the office of his beloved journal at the War Office. 
He felt out of the world, and said, “ Everyone has forgotten 


me.” When told that his “little box” was in constant use 
and that the benefit of his discovery would last for ever, he 
was happy. Sir William has achieved the happiest of endings, 
dying “in harness,” 

{The photograph reproduced is by Russell, London.] 


SIR PENDRILL VARRIER-JONES, M.A., F.R.C.P. 
Founder and Director of the Papworth Village Settlement 
The premature and sudden death of Sir Pendrill C. 
Varrier-Jones at Papworth on January 30 deprives the 
profession of a great authority whose work, though now 
widely recognized, he did not regard as nearly complete. 
Endowed with great power of work, enthusiasm, and sane 

imagination, he had a genius for organization. 

Born on February 24, 1883, as the only son of the late 
Dr. C. Morgan Jones, he was educated at Epsom College, 
St. John’s College, Cambridge (foundation scholar), where 
he was placed in the first class of the Natural Sciences 
Tripos, 1905, Part I, and in the second class of Part II in 
the following year, and at St. Bartholomew's Hospital, 
where he was house-physician. Then as a research worker 
at Cambridge, dealing with the temperature of patients 
throughout the twenty-four hours, he temporarily acted 
as tuberculosis officer for Cambridgeshire, and then 
realized the farce of giving advice, such as light work in 
the open air and a good diet, to a man with pulmonary 
tuberculosis who could not secure these benefits. Accord- 
ingly in 1915 with the encouragement, and their collabora- 
tion in published papers, of Sir Clifford Allbutt and Sir 
German Sims Woodhead, he opened at Bourn, at first 
with one patient, the Cambridgeshire Tuberculosis Colony, 
which in 1918, with twenty-five patients, moved to 
Papworth Hall, the colony of: which now contains 1,200 
residents in hospitals, hostels, and cottages, 500 being in 
hospitals. Here for twenty-two years there followed 
remarkable and constant additions: a surgical hospital 
and unit for tuberculous disease, other hospital blocks, 
a home for tuberculous nurses, research laboratories with 
a Bulletin, and especially the fine workshops where 
workers with arrested lesions work under medical care. 
He was a good judge of his assistants, trusted them, and 
attached them to himself for many years. In a letter 
written on January 15 last Varrier-Jones said that the sales 
of the Papworth industries exceeded those of the record 
year 1939. He was always on the watch for advances 
and new fines of activity, and was looking forward to the 
establishment of a school of tuberculosis at Papworth. 
He did much to help similar colonies for subnormal men 
—such as Enham (now allied with Papworth), Preston 
Hall treatment and training colony for tuberculous ex- | 
Service men, near Maidstone, Peamount village settlement, 
near Dublin—and had much at heart the wide extension 
of this method of dealing with tuberculosis. 

At the time of his death he reached the summit of his 
career, and had received the recognition he so thoroughly 
deserved. He was knighted in 1931; at the Royal College 
of Physicians of London he was elected a Fellow in 1934, 
gave the Mitchell Lecture on the subject of village settle- 
ments for the tuberculous in 1927, and was awarded the 
Weber-Parkes prize for tuberculosis in 1939. Medical 
men from distant parts constantly visited Papworth, and 
Varrier-Jones would have been the Government’s repre- 
sentative at the meeting in Berlin arranged for September, 
1939, of the International Union against Tuberculosis. 
The Duke of Kent has been president of Papworth since 
1935, and six members of the Royal Family are its patrons. 

HumpPHRY ROLLESTON. 

It will be of interest to readers to know that Varrier-Jones 
at the time of his death was actively engaged in developing 
a scheme to add teaching to his other work. He proposed to 
hold a course of instruction in the diagnosis and treatment of 
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pulmonary and other forms of tuberculesis at Papworth 
Village Setthkement. The course would include instruction in 
clinical methods, radiology, and chest surgery. and special 
attention would be given to the sociological and economic 
aspects of the disease. 

Sir ARTHUR MACNALTY writes: 

It is with great sorrow that I hear of the death of my friend, 
Pendrill Varrier-Jones. It is hard to realize that a man of 
such genius, courage, and enthusiasm tor the welfare of the 
consumptive has left us, harder still to realize what Papworth 
can be without him, for he was in a very special sense the 
personification of the great institution which he founded. But 
Papworth is much more than an institution; it embodies the 
secret of successful treatment of tuberculosis. Varrier-Jones, 
with the rare insight of the pioneer, saw tuberculosis as a 
social and economic problem as well as a medical one, and 
at once began to seek a solution. The axioms on which his 
work was founded were simple. His experience as tuber- 
culosis officer in Cambridge showed him that the consump- 
tive worker was in the majority of cases a damaged life ; that 
through sanatorium treatment he frequently obtained arrest 
of his disease, but when exposed to the strain and stress of 
competition with healthy labour he broke down and his last 
state was worse than the first. He became unemployed, a 
charge upon the State, and, what was worst of all, he lost 
hope. As Sir Clifford Allbutt said, the work of Varvier- 
Jones was to restore that hope. The consumptive at Papworth 
remains under medical supervision. He passes through the 
stages of hospital and sanatorium treatment, and is provided 
with occupation suited to his state of health. When afebrile 
he works aé a trade, for which he receives trade union rate of 
wages. He resides in a hostel or, if married, in the village 
settlement with his wife and family. If at any time his 
health relapses he is sure of prompt and expert treatment in 
the institution. 

“Who hath despised the day of small things?” Varrier- 
Jones started his village settkement at Bourn in Cambridge- 
shire in 1915, with one patient in a shelter. He saw this 
nucleus develop into a great institution at Papworth with 500 
acres of land, administrative blocks, hospital blocks provided 
with every facility for modern treatment, a large sanatorium 
section, laboratories and research institute. a village settlement 
of a hundred cottages and more, hostels for men and women, 
and factories equipped with labour-saving machinery, with 
annual sales amounting to well over £88.000 per annum. 

Sir Robert Morant did much to help on the scheme in its 
early days, and the Ministry of Health made monetary grants. 
In 1919-20 Varrier-Jones, Dr. Nathan Raw, M.P., and I 
constituted a small departmental committee which was set up 
to explore the possibilities of establishing village settlements 
for tuberculous ex-Service men throughout England and Wales. 
We paid many visits to possible sites and conferred with a 
number of local authorities. In the end it was considered 
better to develop existing settlements at Papworth and Preston 
Hall than to provide new organizations. Papworth alone did 
not occupy Varrier-Jones’s boundless energies. He was 
honorary medical director of the Enham Village Centre for 
ex-Service men, replanned the Preston Hall Village Settlement 
at the request of the British Legion, and advised on the estab- 
lishment of a village settlement at Peamount near Dublin. 
A firm and kindly administrator, he had a profound knowledge 
of men and business affairs, which greatly contributed towards 
the success of Papworth. He was, indeed, a “captain of 
industry ” who employed his gifts solely for the benefit of the 
consumptive worker. I have never known a man of greater 
single purpose. He devoted his rare holidays for the most 
part to visits abroad in order to study foreign problems of 
tuberculosis. He was ever planning new departures to meet 
the existing situation. Only a few days ago I received a letter 
from him outlining a scheme for undergraduate instruction in 
tuberculosis. “If necessary I shall start with one student,” 
he wrote characteristically. 

He was a generous host and a witty companion, with a 
keen sense of humour. Those who considered him intolerant 
misunderstood him. It was zeal to reach his goal that made 
him press on and sometimes show impatience. Varrier-Jones’s 
place in the history and development of anti-tuberculosis work 
is a very high one, and mankind has lost one of its benefactors. 


F. TEMPLE GREY, M.B., Cu.M., M.R.C.P. 


We regret to announce the death of Dr. F. Temple Grey, 
barrister-at-law, which took place in London on January 
23. He had made a place for himself in the two pro- 
fessions of law and medicine. He was as much at home in 
the Grotius Society wrestling with the intricacies of inter- 
national law as he was in the pathological department of 
the hospital which he dearly loved, the Princess Elizabeth 
Hospital for Children at Shadwell. His death, at the age 
of 54, following a long illness, has cut short a career of 
great promise. 


Francis Temple Grey was born in London in 1886, the son 
of an officer in the British Army in India. He was educated 
privately, and afterwards entered Wadham College, Oxford, 
at which university he took his M.A. Later he went to Aus- 
tralia, and it was there in 1914, at the University of Sydney, 
that he qualified in medicine. For a timte he served as house- 
surgeon and resident pathologist at-the Sydney Hospital, after- 
wards becoming a surgeon in the Royal Navy during the 
last war, when he was decorated for gallantry on service in 
the Dardanelles. Returning to this country after the war. 
he was for six years pathologist to the Ministry of. Pensions. 
Gradually he built up a reputation as an authority on certain 
branches of medical jurisprudence, and was an expert witness 
in several criminal trials in which the question of death by 
poisoning was the issue. He was deputy coroner for the 
Eastern Division of Middlesex, also honorary pathologist to 
the East End Maternity Hospital. In 1924 he was “called ” 
at Lincoln’s Inn. His outstanding work on the legal side 
was his editorship ot the fifth edition of Pitt Cobbett’s Cases 
in International Law. 

A man of frail physique—though that did not prevent his 
participation in strenuous sports like swimming and yachting— 
Dr. Grey was a man of acute intellect and considerable gifts 
of teaching and exposition. The smaller the class to which 
he lectured at the Princess Elizabeth Hospital, and the scantier 
the attendance at small medical societies which he addressed in 
and around London, the more he seemed to expand. His 
quick mind, his clear diction, and his illustrations from his 
growing experience of unusual medico-legal cases made his 
informal lectures both fascinating and instructive. He was a 
quiet but effective worker for the British Medical Association, 
which he had first joined in Australia in 1915. On returning 
from service after the war he threw himself into the activities 
of the Marylebone Division, of which he was honorary secre- 
tary for some years, and chairman in 1937-8. He also 
served as the representative of his Division at the Annual 
Representative Meetings from 1927 to 1936, with one or two 
exceptions, and his interventions in debate, which were gener- 
ally on medico-legail or ethical subjects, were always worth 
listening to, especially when he took an unpopular view, as 
he not infrequently did. He was a member of some head- 
quarters committees, notably the Committee on Lunacy Law 
and Mental Disorder from 1928 to 1930, the Science Com- 
mittee from 1929 to 1931, and the Library Subcommittee from 
1929 until his death. He was the originator of an improved 
technique for blood transfusion. His articles in the medical 
journals were largely on the subject of diphtheria, on the 
bacteriological aspects of which he had specialized. The 
articles on “ Medical Jurisprudence,” “Legal Aspects of In- 
sanity,” and “Capital Punishment” in the current Encyclo- 
paedia Britannica were also trom his pen. 


W. CECIL BOSANQUET, M.D., F.R.C.P. 
Consulting Physician to Charing Cross and the Brompton 
Hospitals 
Dr. William Cecil Bosanquet, who died in London on 
January 24 at the age of 74, was well known as a general 
physician and pathologist and for his interest in tuber- 

culosis and other diseases of the chest. 

He was born at Whiligh, Sussex, on October 12, 1866, 
son of Admiral G. S. Bosanquet, and from Eton, where 
he was a King’s Scholar, he went up to New College, 
Oxford, taking a first class in Classical Moderations in 
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1887 and a first class in Lit. Hum. in 1889. From 1891 
to 1897 he held a Fellowship of New College, during which 
time he studied medicine at Charing Cross Hospital. He 
took the M.A. degree at Oxford in 1892 and the M.B. 
and M.D. in 1897, and was elected F.R.C.P. in 1904, At 
Charing Cross Cecil Bosanquet was in turn pathologist, 
assistant physician, and full physician, and he was for 
many years physician to the Brompton Hospital for Con- 
sumption. He had also been physician to out-patients at 
the Victoria Hospital for Children, Chelsea, and physician 
to the London Lock Hospital. During the last war he 
was attached for two years to the a la suite staff of the 
4th London General Hospital with the rank of major 
R.A.M.C.T., and thereafter served with the 44th General 
Hospital in India, and was consultant physician to the 
North-West Frontier Force in 1919. At the Royal College 
of Physicians he was examiner in 1923-7, a member of 
Council 1927-9, and then Censor for a year. At the 
Annual Meeting of the British Medical Association in 1904 
at Oxford he was honorary secretary of the Section of 
Medicine. 


Bosanquet wrote jointly with Prof. Eyre a small work 
on serums, vaccines, and toxins in treatment and diagnosis 
which reached a third edition in 1916, and collaborated 
with Mr. H. S. Clogg in a publication on the stomach. 
intestines,and pancreas. He also edited the thirteenth edition 
of Green’s Pathology and Morbid Anatomy. In 1937 he 
published an interesting book under the title Meditativ 
Medici : A Doctor's Philosophy of Life ; it bore the marks 
of wide reading and much reflection, well phrased in 
scholarly English. 

Dr. Maurice Davidson writes: 

It is difficult to do justice to the memory of Bosanquet’s 
personality. His private life was remote from his professional 
activities, and few, if any. of his medical friends were per- 
mitted really to see behind the veil. His refinement of 
intellect and exquisite scholarship were apparent to all who 
associated with him in hospital: these were. perhaps, the 
most conspicuous elements in the personal charm which en- 
deared him to his colleagues. but behind him and beyond them 
lay something rarer—a real unselfishness and a deep considera- 
tion for the feelings of others. It is, perhaps, in moments of 
physical weakness that such qualities are sometimes seen to 
stand out in clear relief. During the last few weeks of a 
distressing illness nothing was more in evidence than Bosan- 
quet’s innate gentleness and courtesy, which seemed to show 
themselves more and more as his bodily strength grew weaker. 
Indifferent to his own feelings and to the consciousness of 
failing powers. he thought only of those around him and of 
how he could still be to them the kindly and gracious host 
that he always was. The writer has occasion to recall with 
gratitude the kindness and attention received at Bosanquet’s 
hands during a long illness some years ago, and in memory 
of this to mourn the passing of a great gentleman, whom he 
was also privileged to look on as a personal friend. 


The death occurred at his home, St. Anns, Carlisle, on 
January 13, of Dr. GeorGe Duncan LoGan, who for over 
forty years was in practice at Ecclefechan, Dumfriesshire. 
He was born of Border farming stock at Balmacara in the 
West Highlands in 1859, and was educated at George Watson's 
College, Edinburgh. Keen on athletics, he boxed and played 
football, and his name appears in about a third of the entries 
for the events at the first school sports of that institution. 
He then entered Edinburgh University and graduated M.B.. 
C.M. in 1882, proceeding M.D. in 1915. After acting as 
house-physician and house-surgeon at the Royal Northern 
Infirmary, Inverness, and gaining experience in psychiatry at 
Derby County Asylum and the Murray Royal Institution at 
Perth, he became an assistant in practice in Cumberland and 
later went into practice on his own account in Ecclefechan. He 
had been a member of the British Medical Association for 
thirty-nine years. T. McL. G. writes: A man of exceptional 


ability and outstanding personal qualities, Logan’s fame spread 
far beyond the borders of his village, and his practice gradually 
became one of the largest in the country. He became known and 
respected by consultants in Edinburgh, London, and Glasgow, 
and had many interesting tales of the giants of the medical 
past. Asa student he had “ sprayed ” for Lister, and assisted at 
the first operation for removal of an ovarian cyst done in 
Edinburgh. The patient was a Highland girl whose only 
language was Gaelic, which was that of Logan's childhood, 
and he acted as interpreter. He retired from practice in 1925, 
and after a year or two in other places he bought St. Anns, with 
its beautiful gardens, in which he spent many happy hours at his 
favourite hobby, gardening, at which he was very expert and 
of which his knowledge was encyclopaedic. He was widely 
read in other subjects beside his own, and excelled at fishing 
and shooting. In the days when night journeys were done in 
open horse-drawn vehicles he studied the stars, and knew a 
vast amount of astronomy. By day he studied birds, and 
had many wild birds sufficiently tamed to eat from his hand 
and his pocket. An_ interesting conversationalist and a 
charming host, he made his home a place “that liked to be 
visited.” Three years ago he celebrated his golden wedding. 
He is survived by his widow, and by a granddaughter and 
great-grandson who are in South America. 


Dr. JoHN DupGeon Giiks, O.B.E., medical superintendent 
of Hope Hospital, Salford, was killed by enemy action in 
December, 1940. *He was the son of the late Rev. Alexander 
Giles of Ashkirk, Selkirkshire, and was educated at the Univer- 
sity of Edinburgh, where he graduated M.B., Ch.B. in 1903. 
He proceeded M.D. in 1909, being commended for his thesis, 
He also studied in London at King’s College and Middlesex 
Hospitals. After graduating he served as assistant medical 
superintendent of Bermondsey Parish Infirmary, as resident 
medical officer of Middlesbrough Union Hospital, and as 
medical superintendent of South Shields Union Infirmary. 
At Salford, in addition to being in charge of the Hope Hospital, 
he was medical officer of Salford Old People’s Homes and 
consulting medical officer to the Salford Municipal Maternity 
and Babies’ Hospital. He had been a member of the British 
Medical Association for twenty years. 


Dr. James Tuoressy Jones, J.P.. who died at Antrim 
Mansions, London, W., on January 20, aged 90, had been 
a member of the British Medical Association for fifty-three 
years. A student of University College and Hospital, London, 
he qualified as M.R.C.S.Eng. in 1877, obtained the L.R.C.P.Ed. 
soon afterwards, and took the M.D. degree of Durham Univer- 
sity in 1894, As a young man he served as house-surgeon 
at University College Hospital and at St. Bartholomew's 
Hospital, Rochester. Settling in practice in London he became 
surgeon to the Western General Dispensary and to the Post 
Office and Board of Education, and district surgeon under the 
L.C.C. and the Metropolitan Water Board; he was also for 
many years physician to the School for Mothers and Child 
Welfare at Paddington. Dr. Thoresby Jones was a regular 
attendant at the meetings of the Medical Society of London, 
and had held office as president of the Harveian Society. 


Dr. THOMAS VINCENT DICKINSON, a former Master of the 
Society of Apothecaries, died in London on January 21, aged 
83. The son of a medical man, Dr. Dickinson was a medical 
student at King’s College, London, and at St. George’s Hos- 
pital, and qualified M.R.C.S. in 1879 and L.R.C.P. in 1880. 
His qualification by no means ended his student career, for 
within the next year he had taken the London M.B., with 
honours in physiology and histology, and in the following 
vear the M.D. His specialty was the diseases of women 
and children, on which he wrote a number of papers in the 
medical journals. Early in his career he became attached to 
the Chelsea Hospital for Women, and served that institution 
as a member of its visiting staff for many years. From 1892 
until 1897 he was an examiner in obstetrical medicine for 
the Society of Apothecaries, and thus began a close associa- 
tion with that body which culminated in his election as Master 
for 1925-6. During the war of 1914-18 Vincent Dickinson, 
who received special mention for his services and was made a 
Commander of the Crown of Italy, served on the Italian 
Government Medical Commission from the time of Italy’s 
entrance into that war on the side of the Allies until the 
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armistice. His services were highly valued by pre-Fascist 
Italy, and to the cause of Anglo-Italian co-operation Dr. 
Dickinson continued to devote himself with great enthusiasm. 
He was, first, physician, and afterwards consulting physician, 
to the Italian Hospital in London, and he was the founder 
of the Anglo-Italian Literary Society. He also gained the 
medal of the Royal Society of Arts for Italian. After the 
end of the last war he served for fifteen years, until 1933, 
as chairman of medical boards under the Ministry of Pen- 
sions. He was also medical adviser to the Admiralty Welfare 
Department. To the end of his life he held the post of 
visiting apothecary to his old hospital, St. George’s. His 
contributions to medical society life were mostly made to the 
Chelsea Clinical Society, of which he was at one time presi- 
dent, and to the History of Medicine Section of the Royal 
Society of Medicine, of which he was a vice-president. 


Dr. JoHN JAMES Abams of Ashville, Antrim, has died in his 
ninety-second year. He was appointed coroner for the Antrim 


_ district in 1886, and on completion of fifty years’ coronership 


a number of his friends presented him with his portrait in oils. 
Dr. Adams was educated at Queen’s College, Belfast, graduating 
M.D. of the Royal University of Ireland in 1875, and M.Ch. 
in 1877. Respected as a man of sterling character and a fear- 
less critic, he was also noted for his practical benevolence ; 
the town and district have many memorials of his public spirit 
and generosity. At an inquest in the board room of Antrim 
Union the deputy coroner, Dr. Hall Stewart of Randalstown, 


-paid a high tribute to the work and personality of Dr. Adams, 


saying that he was beloved not only by his professional col- 
leagues but also by that wide circle of patients and friends 
with whom he came into contact. Dr. Adams was one of 
the outstanding figures in the public, social, and charitable 
life of Northern Ireland, and they were the poorer because of 
his passing. As a coroner he was most acceptable to everyone 
concerned, for he was genial, approachable, and thoroughly 
human. 


Dr. DanituL CHRISTOPHER MULLALLY, who died with tragic 
suddenness on January 27 from pulmonary embolism follow- 
ing an operation, was only 26 years old. He graduated M.B. 
of Queen’s University, Belfast, in 1936, and last year, in 
spite of the handicap of ill-health, passed the examinations for 
M.D. and M.R.C.P.Lond. During 1939 he was house-phy- 
sician in the National Temperance Hospital, and subsequently 
blood transfusion officer there, under the E.M.S. His work 
(writes J. B. Y.) was of the best. He had great gifts and 
qualities of mind and character which seemed to mark him 
out for future distinction in the profession. Medicine can ill 
afiord to lose one of such promise, and his early death is 
indeed a tragedy. 


Universities and Colleges 


UNIVERSITY OF LONDON 
The following candidates have been approved at the examina- 
tions indicated : 
DipLoMa IN CLINICAL PaTHOLOGY.—G. Prasad, J, H. Stritch, 
Freida Young. 
BritTisH POSTGRADUATE MEDICAL SCHOOL 


ACADEMIC) PostGRADUATE DIPLOMA IN CLINICAL PaTHOLOGY.— 
A. R. Aidin, J. W. Clegg, J. T. Quinlan. 


Diploma in Psychological Medicine 


The last date for obtaining the entry form for the examina- 
tion for the postgraduate diploma in psychological medicine, 
March-April, 1941, is February 24; entry closes on March 1; 
and the examination begins on March 25 (Part A) and April § 
(Part B). Entry forms may be obtained from the University 
Extension Registrar, University of London, Royal Holloway 
College, Englefield Green, Surrey. 


ROYAL COLLEGE OF PHYSICIANS OF LONDON 


At the quarterly Comitia of the Roval College of Physicians 
of London, held on January 30, with the President, 


Sir Robert Hutchison, in the chair, the following representa- 
tives of the College were elected: Sir Charles Wilson. Dr. 
H. L. Tidy, Prof. J. A. Ryle, and Prof. H. P. Himsworth on 
the British Medical Association Medical Planning Commission ; 
Dr. A. Feiling on the Council of the Queen’s Institute of 
District Nursing ; Dr. A. S. Barnes on the Court of Governors 
of the University of Birmingham: Dr. P. Hamill on ihe 
Advisory Committee of the Ministry of Health to compile a 
War Emergency Formulary. 


Membership 


The following candidates, having satisfied the Censors’ 
Board, were admitted Members of the College: 


James Brown Arthur, M.B.Ed., John Donald Ball, M.B.Lond., 
Thomas Edward Dowrick Beavan, M.B.Birm. , Aaron Jacob Bernfield, 
M.B.Lond., Stanford Cade, F. R.C. S., William Edward Clarke, 
M.B.Lond., Constance Elaine Field, M. D.Lond., Michael Oliver 
John Gibson, M.B.Camb., Alfred Gordon Heppleston, M.B.Manch., 
Hugh Martin James, M. B.Camb., Raymond Benedict Magill, 
M.B.Belf., Robert Hereward Mole, M.B.Oxf., Narayan Vasudeo 
Nene, M.B. Bomb., Elizabeth Herman Rosenberg, M.B.Lond., 
Gerard Sanderson, M.B.Liverp., Shital Prasad Sinha, M.B.Patna, 
Geoffrey Reginald Steed, M.D. Lond., Clive Henry Critchett Upjohn, 
M.B.Camb., Charles Keith Jehn Vautier, M.B.New Zeal., Celia 
Kathleen Westropp, M.B.Oxf. 


Licences and Diplomas 


Licences to practise physic were granted to the following 
177 candidates (including 22 women) who had passed the Final 
Examinations in Medicine, Surgery, and Midwifery of the 
Conjoint Board, and have complied with the necessary 
by-laws: 


J. P. Adlam, B. Alexander, A. J. C. Allen, G. J. Amiel, A. W. 
Anderson, C. M. Arango, A. Arnstein, M. Arthurton, 
Ww. Aspinall, Islay C. Barne, J. Barrow, D.. H. Bennett, F. A. 
Binks, A. Bogdanovitch, C. Brun, J. M. Burbury, Cc. Rok. Carroll. 
D. I. Chapman, H. R. Claff, L. Cohen, Brenda Collar, C. W. 
Coplans, J. A. B. Cotsell, W. R. Cyrlas-Williams, J. H. Dadds, 
E. B. Dawe, J. Dentield, 'G. D. Denlow, A. G. Doughty, C. E. 
Drew, Margaret D. D. Dudley-Brown, C. T. F. Ealand, W. K. 

Farle, H. H. G. Eastcott, Christine Ecroyd, E. M. Ensor, E. G. 
Essery, Joan Fitzherbert, B. J. Fowler, A. J. Fraser- ‘Simson, 
S..M. Frazer, F. Freund, P. D. Gange, O. F. Garai, L. Garland- 
Collins, A. J. Gaskell, J. E. Gilbert, R. A. Gill, B. M. a ie 
G.. Godfrey, A. H. F. Gow, C. N. Grainger, J. C. Gray, J. L. 
Greaves, Barbara J. Greenwood, C. H. Greer, A. G. Gregory, 
E. W. Guillaume, J. W. P. Gummer, A. W. Hagger, F. A. H. 
Hall, Winefride M. Hamilton, G. P. Hartigan, P. L. M. Hartley, 
M. C. Head, E. H. Hemsted, G. G. Henn, M. Hershman, J. H. 
Hicks, A. C. Higgett, G. de B. Hinde, J. C. Holman, Emily M. 
Horsfall, E. W. Hyde, N. N. lIovetz-Tereshchenko, J. D. James, 
Elizabeth E. Johnson, A. C. V. Jones, H. W. Jones, H. P. Jones, 
Jones, .R. Jordan, -L. Joyce, Kanter, Marie D. 
Kerener: Kelly, EE. Keyworth; H. Kirkham, S.. H. 
Kutar, R. U. F. Kynaston, B. Lewis, D. W. Liddell, Isobelle G. Little, 
R. R. H. Lovell, N. W. R. Lucas, Silvia C. Lucas, WC. Lyon, G. E. 
McFall, W. E. Mahon, J. Manhas, F. R. C. Manning, L. W. C. 
Massey, T. R. Maurice, Joyce B. M. Mayes, F. B. Meade, V. C. 
Medvei, Joan S. Millett, A. F. Mohun, R. A. R. Montgomery, 
J. V. Morris, Madeleine _B. Morris, J. H. Mack. Munro, 
S. Muntarbhorn, T. A. Narayanan, L. P. A. 
O’Brien, W. O'Brien, C. B. O’Carroll, E. E. Oddie, F. H. Packer, 
R. H. A. Parker, C. N. Partington, A. J. Patenall, G. H. Pearson, 
Rosa M. Pigot, L. Portelli, F. T. G. Prunty, S. D. Purcell, 
H. Reeback, H. N. Reed, P. A. Rees, R. L. Rees, R. E. Renaud, 
G. K. C. Rettie, R. E. Rewell, Florence C. R. Richardson, 
Kathleen P. Richardson, M. - Riddell, E. F. Ridley, R. Robins- 
Browne, G. K. Roche, J. A. J. Sandilands, W. Schey, Isabel B. 
Schooling, C. M. Shafto, — G. Sheppard, J. C. Smith, R. J. 
Stanley, R. B. Stark, 7 Sternberg, J. N. Stirling, H. A. W. 
Stormont, R. J. Stout, F. G. Strong, P. N. Swift, J. M. 
Swithinbank, M. R. Thompson, D. N. Thornton, R. Tilley, 
St. J. M. A. Tolhurst, S. Tomback, Eileen D. Trafford, Ruth D. 
Usher, P: C. van der Westhuizen, A. S. Veeder, J. H. E. Verdon, 
G. B. R. Walkey, F. J. H. Walters, W. R. Watson, SD. Y: 
Weller, B. W. Walls, Moyra Welply, H. Whittaker, R. D. Wilkins, 
R. J. G. Williams, A. R. H. Williamson, J. B. Wyman. 


Diplomas were granted, jointly with the Royal College of 
Surgeons of England, as follows: 

Diploma IN Pusiic Heatry.—G. P. Charles, Gwendoline M. 
Edwards, Joan M. Faulkner, S. Leff, I. B. Sen Gupta. 

DipLoMa IN MepicaL RapioLtoGcy.—B. Jolles, J. H. Wilding. 


Diplomas in Anaesthetics were granted to the twenty-eight 
persons whose names were published in the report of the 
meeting of the Royal College of Surgeons of England in the 
Journal of December 21, 1940 (p. 888), as were the names of 
the four persons who were granted Diplomas in Laryngology and 
Otology. Diplomas in Psychological Medicine were granted 
to the three persons whose names were published in the report 
of the meeting of the Royal College of Surgeons of England 
in the Journal of January 18 (p. 101). 
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Medical Notes in Parliament 


We publish in the Supplement this week (p. 15) the tenth 
list of donations to the Medical War Relief Fund. It reflects 
once again the practical sympathy of medical men in the 
British Dominions and Colonies for their colleagues in this 
country who have suffered loss or deprivation through the war. 
Medical officers of the Basutoland Government Service who 
cannot be released for active war service have now added 
their contributions to the subscriptions and collections which 
have arrived from Australia, Canada, South Africa, the Gold 
Coast, and Assam. 


The Tavistock Clinic (Institute of Medical Psychology) has 
arranged a discussion on the shelter problem, to be held at 
Westfield College, Kidderpore Avenue, N.W.3, on Saturday, 
February 15, at 2.30 p.m. It will be open to registered medical 
practitioners free of charge, and those wishing to attend are 
asked to notify the Educational Secretary at Westfield College. 


At a meeting of the Pharmaceutical Society of Great Britain 
at 17, Bloomsbury Square, W.C., on Wednesday, February 12, 
at 2.30 p.m., an address entitled “Early English Materia 
Medica Cabinets in Cambridge” will be given by Mr. E. 
Saville Peck, M.A., member of council. There are three of 
these cabinets in Cambridge—namely, Vigani’s at Queens’ 
College, Addenbrooke's at St. Catharine’s College, and 
Heberden’s at St. John’s College—the earliest dating from 
1701. 


Lord Horder, chairman of the Empire Rheumatism Council. 
has received from the President, H.R.H. the Duke of 
Gloucester, a letter acknowledging receipt of the encouraging 
report for 1940, and conveying his congratulations on the good 
work of the past year and confident hopes of full success in 
the future. 


The Davyhulme Military Hospital Medical Society held its 
inaugural meeting at the hospital on Thursday, January 30, 
when Major R. W. Fairbrother read a paper on cerebrospinal 
meningitis. The object of the society is to encourage the 
meeting together of medical men and women in all the 
Services (including civilian) for the discussion of problems 
of common interest. Membership is open to any medical 
man or woman in the area. The next meeting will be held at 
the hospital on Thursday, February 13, at 3 p.m., when Lieut.- 
Colonel W. E. Underwood will read a paper on gunshot 
wounds in the field. Will anyone interested kindly get in 
touch with the hon. secretary, Major William Brockbank, 
Military Hospital, Davyhulme, near Manchester. 


The Ministry of Health has ordered half a million “ germ 
masks” to be supplied to public air-raid shelters for issue to 
people as a protection against the spread of epidemic catarrhal 
diseases by droplet infection. The standard ty 2 of mask is 
made of non-inflammable cellulose acetate film, 54 in. square, 
to which is attached a narrow strip of elastic so that the film, 
placed across the bridge of the nose, is held in position by 
putting the elastic band over the head. This type, apart from 
being made for free issue, can be obtained from most chemists’ 
shops for 2d. or 3d. Satisfactory substitutes can be made 
at home from transparent paper or oiled silk. 


An intensive campaign for the education in health matters 
of people using air-raid shelters as dormitories is already well 
under way. A supply of two posters for display in surface 
and in large public shelters is being sent to local authorities 
by the Ministry of Health, and the Central Council for Health 
Education, at the Ministry’s request, is preparing leaflets and 
posters which will be available to all local authorities. Some 
of the Central Council's leaflets, notably that on ~“ Shelter 
Health,” have already been distributed. In a recent circular 
from the Ministry local authorities are asked to make use of 
the Central Council’s facilities, and to get in touch with them 
with a view to making appropriate arrangements. They are 
also informed that in allocating the two posters now being 
sent to them up to 50% of the sites in shelters should be used 
for (1) other Ministry posters relating to help after air-raid 
damage or to advice about rest centres, and (2) posters from 
the Central Council. 


few days. 


Science and Government 


At the annual meeting of the Parliamentary and Scientific 
Committee at the House of Commons on January 28 the Earl 
of Dudley was elected president for 1941 and Prof. A. V, 
Hill a vice-president. In an address to the committee Prof, 
A. V. Hill said safeguards must be maintained to ensure the 
independence and integrity of science in the increased volume 
of State-aided research. He would like to see introduced into 
each Department or organization some Scientific Advisory 
Council similar to that now working so well in the Ministry 
of Supply. There should be regular interchange of personnel 
between Government research establishments, organizations, 
universities, and other independent institutions in which 
research was done. Some kind of “family doctor” was 
needed to watch over the scientific health of Government 
Departments, who would call in consultants when and where 
needed. One of the great tasks lying before scientific people 
after the war would be to rebuild on a firmer foundation 
the international scientific organizations. With regard to 
international co-operation, Prof. Hill referred to the difficulties 
which had arisen in the past through political considerations 
being introduced into what should have been purely scientific 
gatherings. After the war we should rely so far as possible 
on the help and advice of our American scientific friends. 


Diphtheria Inoculation.—Miss HorssruGuH told Mr. Brooke on 
January 22 that available information suggested that the appeal for 
parents to have their children inoculated against diphtheria had, in 
many areas, met with a good response trom parents and _ local 
authorities. It was too early to assess the measre of success 
achieved. She promised Sir Stanley Reed that she would make 
inquiries if she were sent details of an organization which, accord- 
ing to Sir Stanley, was trying to persuade parents not to have iheir 
children inoculated. 


Chronic Sick in London Hospitals —Mr. MacDonatp told Mr. 
George Strauss on January 23 that the number of old and chronic- 
ally sick cases in the London hospitals had been very much 
reduced, and was less than half the normal. Many of those who 
remained had expressed unwillingness to go. Top floors and other 
particularly exposed parts of the hospitals were not in use, and 
casualties had been few. It was not practicable at the present time 
for all the remaining chronic sick to be moved out in view of the 
heavy calls made on the outer beds by acute sick, air-raid casualties, 
and Service cases. 

Scabies.—Sir ALFRED KNOX suggested on January 23 the making 
of regulations under the Public Health Act, 1936, to provide for 
the notification of scabies. Mr. MacDonaLp answered that scabies 
was a skin condition produced by the burrowing into the skin of 
a parasite. It was not, therefore, an infectious disease in the 
accepted sense. Many cases never came under the notice of a 
doctor. Compulsory notification was not the most suitable method 
of dealing with the problem. Sir ALFRED KNox stated that since 
evacuation began one of the boroughs in the Wycombe division of 
Buckinghamshire had had 150 cases. 


R.A.M.C. and Treatment of Air-raid Casualties —Co-operation 
of the R.A.M.C. in the work of treating casualties in bombing 
raids has been agreed in principle and has in considerable measure 
been put into force, particularly in the case of specialist officers. 
In some cases R.A.M.C. orderlies have assisted in the initial treat- 
ment of civilian casualties. Captain Margesson and Mr. MacDonald 
are continually reviewing the position with a view to increasing 
the co-operation between military and civilian medical officers. 


Alternatives for Imported Drugs—Mr. MacDonatp told Sir 
Francis Fremantle on January 30 that a Regulation had been made 
to limit the prescription by medical practitioners of non-essential 
imported drugs and the sale of such drugs as ingredients in 
imported medicines. Suitable alternative materials would be pro- 
vided for prescription. 
He intended to give advice to general practitioners in 
this matter, details of which would appear in the medical journals. 


Calcium Deficiency —Major LLoyp GeEorGE, in a reply to Sir 
Ernest Graham-Little on January 30, said there were reasons for 
distrusting the conclusions by the Liverpool Institute of Research 
that there was no general deficiency of calcium in the people’s diet 
and danger in increasing the calcium content of bread. The results 
of this research were under consideration on behalf of the Medical 
Research Council. The Ministry of Food still proposed to add 
calcium to the reinforced loaf. 


The Regulation would be published in a . 
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EPIDEMIOLOGICAL NOTES 


Influenza in Week Ending January 25 


The increase of influenza deaths from 99 to 120 (see tables 
below) is not startling. Taking, however, a figure of about 
100 as evidence of the beginning of prevalence, great or 
small, we have had two instances of severe epidemics in 
which the first pair were virtually the same as this—namely, in 
1929, when 99 was followed by 122 and the eventual maximum 
was 2,183; and in 1932-3, when 85 was followed by 120 and the 
eventual maximum was 1,934. On the other hand, after 94 
Jast year the next figure was 158, but the maximum was only 
629. It may be added that certain more recent information 
for London supplied to the Ministry of Health is somewhat 


reassuring, as it shows that there has been no further increase © 


in the numbers of admissions of influenza, bronchitis, and 
pneumonia to hospital. The conclusion is that there is no 
immediate sign of danger, but we cannot yet give an optimistic 
forecast. The age distribution of the influenza deaths is of the 
normal inter-pandemic type. 


Total of Influenza Deaths and Deaths in Age Groups in 
126 Great Towns for Week Ending January 25 


J 
_ | Under 75 and 
Ages 1 year 1-5 | 5-15 | 15-25 ‘arian 35-45 | 45-55 | 55-65 | 65-75 cule 


Regional Totals of Influenza Deaths for Week Ending 
January 25 


South-Eastern Area : Midland Area... me 20 
Greater London 40 53 Eastern Area as re 1 
Rest of S.E. South-Western Area 4 

Northern Area .. 46 Wales and Monmouthshire 

Total for 126 Great Towns, including the Outer Ring ‘ie ach FAG 


No. 1 
INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital Statistics in the 
British Isles during the week ended January 4, 1941. 

Figures of Principal Notifiable Diseases for the week and those for the 
(py seonding week last year, for: (a) England and Wales (London included) 
lee — (administrative county). (c) Scotland. (d) Eire. (e) Northern 

elan 

Figures of Births and Deaths, and of Deaths recorded under each infectious 
disease, are for: (a) The 126 great towns in England and Wales (including 
London). (b) London (administrative county). (c) The 16 principal towns in 
Scotland. (d) The 13 principal towns in Eire. (e) The 10 principal towns in 
Northern Ireland. 

A dash — denotes no cases: a blank space denotes disease not notifiabk 
or no return available. 


1941 1940 (Corresponding Week 
Disease 
(a) | (d)} (a) | (6) | ©) | Ce 
Cerebrospinal 229] 14] 43] 52 4; 18] — 
Deaths .. 3 
Diphtheria .. | 1,396 591405] 29] 40} 796 31} 202} 32] 38 
Deaths .. a 54 2; 13) — 25 23 1 7 1 ? 
Dysentery .. 68 —j| 17 1 18} —| — 
Encephalitis lethar- 
gica, acute... 2 1j—| — 3 
Deaths .. 1); —j| —| — 1 
Enteric (typhoid and 
18] 7) 6) 12 2 4; 4) — 
Deaths .. —| —| — 1 
Erysipelas .. 21} 58}; 9] 3 65) 4) 7 
Deaths .. 1 
Infective enteritis or 
diarrhoea under 
2 years 
Deaths .. a 34 4) 7 5 2] 26 2 6) 8 4 
Measles... .. [17,816] 496} 90* 17) 14 135 
Deaths .. 21 2 1 3 —| —| 3 
Ophthalmia neona- 


torum.. A 62 4 6 1 16 1 
Deaths 


Pneumonia, influenzalt} 1,297 67} 15 
Deaths (from in- 
fluenza) sig 53 8 4 


Cerebrospinal Fever 


Alihough the number of notifications of cerebrospinal fever 
increased in the whole country, the number of administrative 
areas notifying cases fell from forty-four to forty-one, and, 
with the exception of the West Riding of Yorks, where cases 
rose from 5 to 26, virtually the same areas were affected— 
namely: Lancaster 30 (Liverpool 10, Manchester 4, Bacup 2, 
Barrow-in-Furness. Blackpool, Bolton, Bootle, Burnley, Bury, 
Preston, Ashton-under-Lyne, Crosby, Fleetwood, Lancaster, 
Morecambe and Heysham, Huyton with Roby U.D., and 
Whiston R.D., 1 each); Yorks, West Riding, 26 (Sheffield 9, 
Leeds 8, Bradford 2); London 14: Warwick 14 (Birmingham 11, 
Coventry, Leamington, and Rugby, | each); Gloucester 13 
(Bristol 5, Gloucester 4, Cirencester R.D. 2, and 1 each in Stroud 
U.D. and R.D.): Essex 11 (West Ham 3, East Ham 2, 
and 1 each in Colchester M.B., Ilford M.B., Romford M.B., 
and the urban districts of Brentwood and Thurrock, and the 
tural district of Halstead); Surrey 11 (2 each in Guildford, 
Kingston, and Wimbledon, and 1 each in Epsom and Ewell 
M.B., Mitcham M.B., Sutton and Cheam M.B., Woking U.D., 
and Hambledon R.D.); Chester 8 (Birkenhead 2, Chester 2, 
and 1 each in Wallasey C.B., Bebington M.B., Wilmslow U.D., 
and Runcorn R.D.); Glamorgan 8 (I each in Cardiff, the 
urban districts of Aberdare, Caerphilly, Llwchwr, Maesteg, and 
Port Talbot, Rhondda, and the rural district of Cowbridge) ; 
Southampton 8 (Portsmouth 3, Southampton 2, and | each in 
Bournemouth C.B., Aldershot M.B., and Eastleigh M.B.); 
Stafford 8 (Smethwick 2, and 1 each in Burton-on-Trent, 
Stoke-on-Trent, Walsall, Wolverhampton, Rowley Regis M.B., 
and Stafford M.B.); and 5 cases each in Lincoln (Lindsey), 
Middlesex, Worcester, Yorks, North Riding, and Monmouth. 
In Scotland notifications rose from 35 to 43; these were 
tecorded in the counties of Aberdeen, Ayr, Dumbarton, and 
Fife, 2 each; in Angus, East Lothian, Midlothian, Perth and 
Kinross, Renfrew, Clackmannan, Dumfries, and Zetland, 
l each ; and in Glasgow 15, Edinburgh 4, Aberdeen 3, Falkirk 
2,and 1 each in Arbroath, Dundee, and Dunfermline. 


Pneumonia, — | 260 
Deaths 79 


sel | 
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Polio- 
acute .. = 3 
Deaths .. 


Poliomyelitis, acute 9 —_ 2 
Deaths .. Pe 


Puerperal fever 
Deaths 


nN 
to 
> 
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Puerperal pyrexia .. 120 4) 10 
Deaths .. ae 


Deaths 


Scarlet fever 741176} 46| 36§1,123 44} 171| 50} 70 
Deaths .. 3} 1 1 3 


Small-pox .. ons 


Deaths .. 


Whooping-cough .. | 2,783 24} 81* 

Deaths... Zt 2 6 

Deaths year) .. 432 65 

Infant mortality 

rate (per 1,000 
live births) 


> 
sil s 
| 
w 


Deaths (excluding 
stillbirths) .. | 7,273 11,187 | 730} 285 | 197]7,786 |1,438 | 1,000 | 288 | 194 
Annual death rate 
(per 1,000 per- 
sons living) .. 15.9 |18.9 |17.3 20.2 |19.2 | 17.0 


Live births .. | 4,789] 368 | 816] 287 | 901} 900} 300} 261 
Annual rate per 
1,009 persons 
living .. 17.8 |19.1 |22.5 18.2 |20.9 | 22.9 


Stillbirths .. a 204 16} 43 269 30 39 
Rate per 1,000 
total births (in- 
cluding stillborn) 50 42 


* Notification in certain administrative areas only. 

+ Includes primary form in figures for England and Wales, London (adminis- 
trative county), and Northern Ireland. 

{ Death from puerperal sepsis. 

§ Includes figures for puerperal fever. 
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Letters, Notes, and Answers 


All communications in regard to editorial business should be 
addressed to THe EDITOR, British Mepicat Journat, B.M.A. 
Houst, Tavistock Square, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understoed to be offered te the British Medical Journal alone 
unless the contrary be stated. 

Authors desiring REPRINTS of their articles must communicate 
with the Secretary, B.M.A. House, Tavistock Square, W.C.1, on 
receipt of proofs. Authors over-seas should indicate on MSS. 
if reprints are required, as proofs are not sent abroad. 

ADVERTISEMENTS should be addressed to the Advertisement 
Manager (hours 9 a.m. to 5S p.m.) Orders for copies of the 
Journal and subscriptions should be addressed to the Secretary. 

TeLePHONE No.-~—B.M.A,. and B.M.J.: EUSTON 2111. 

Appresses.—EDITOR, Aitiviogy Wesicent, London ; 
SECRETARY, Medisecra Westcent, London. 

B.M.A. ScortisH Orrick: 7, Drumsheugh Gardens, Edinburgh. 


QUERIES AND ANSWERS 


Why Not Morphine for Small Babies ? 


Dr. W. F. Moore (Inch, Co. Wexford) writes: When 1 was a 
student I was taught that morphine ought not to be given to 
young children, and | notice that Dr. Leonard A. de Dombal 
(January 4, p. 32) in the case of young babies gives pot. brom. 
instead of morphine. After being in practice some years 
I ignored the above teaching, and found morphine a useful and 
safe drug, even in very young babies. | worked out a dose 
which I found to act quite well: for each month of the 
child’s age I gave 1/16th of a minim of liq. morph. mur.— 
that is, for a child, say, 5 months old I added §S minims of Tiq. 
‘morph. mur. to a 2-0z. bottle of water and gave teaspoonful 
doses. I gave this even to younger babies. This small dase 
seemed to give great relief and was quite safe. 


Income Tax 
Wife Living Abroad 

“J. AS has a wife and child living abroad. “ Owing to adverse 
conditions ~ he was not able to send his wife her remittance 
for 1939, but is now sending her a draft te cover her expenses 
for that year. He has been refused the marriage allowance for 
1939-40. 

* We assume that * J. A.” is not legally separated from his 


wife, in which case the fact that they are residing in different 
countries for the time being would not appear to invalidate his 
claim to the married man’s allowance. In any case, however, 
the fact that he is now sending his wife a draft to cover her 
* support ” for 1939-40 goes to show that he supported her for 
that year. If the local inspector declines to make the allowance 
we advise our correspondent to write to the Secretary, Board of 
Inland Revenue, Somerset House, W.C.2. The inspector’s request 
for “a record of personal expenses is quite unusual. In the 
absence of any statement as to the particular reason for the 
request, however, we cannot make further comment. 


LETTERS, NOTES, ETC. 


Treatment of Paronychia 

Dr. H. G. LANGbaLe-SMitH (Tarrington) writes: Paronychia was 
more prevalent than usual last autumn, and although sulphanil- 
amide preparations applied locally had little effect 1 found that 
good results were obtained if Biers congestive treatment was 
preceded by administration of sulphanilamide. Sulphanilamide 
is absorbed into the blood stream within half an hour of its 
administration by the mouth, and is distributed evenly in the 
circulation, reaching its maximum concentration within six hours. 
If Biers treatment is applied within this period one would 
expect a high concentration of the drug to the affected region. 
I wonder if this could not be applied to war wounds infected by 
the streptococcal group. One well remembers the devastating 
effect of infection in the last war and the many methods used 
to mitigate it. 

With regard to the usual instruction of withholding eggs. 
onions, and salts during administration of a sulphonamide, one 
wonders if it is necessary to include salts. I understood from 
one authority that the only contraindication to using salts was 
that peristalsis liberated free sulphur from the intestinal contents, 
and that any aperient might do the same. It seems probable that 
salts are not altered chemically in the small intestine, or else 
there would be little osmosis effect; whereas fhe sulphur of eggs 
and onions would no doubt be split up in the small bowel and 
would find its way through the portal system into the systemic. 
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Diphtheria Incidence 


Dr. R. M. Courtautp (Earls Colne, Essex) writes: While thanking 


Dr. Anderson (January 25, p. 144) for his letter, | am bound to say 
that I do not find in it the explanation for which 1 asked. The 
question is: Why, when many more children than previously have 
been immunized against diphtheria, is there more diphtheria now 
than there was a year ago? In the Epidemiological Notes in the 
Journal ot January 18 there are comments upon the present 
incidence of diphtheria, but I cannot find in them the explanation 
asked for. If a record were kept of the respective numbers of 
inoculated and uninoculated diphtheria patients admitted to 
isolation hospitals a practical test would be provided of the 
efficacy of the immunizing methods now in use. 


Human Fertility 


Dr. Evtia Bersiock (Maltby) writes: T have been interested in Dr, 


John Pryde’s article January 4, p. 12) and in the correspondence 
culminating therefrom. In matters concerning the menstrual 
cycle and the fertility of women during certain periods of this 
cycle one cannot state any dogmatic rules. Every woman is a 
law unto herself. [ should say, from various observations | have 
made, that 50°5 of women at various times of their menstrual 
cycle as well as at various different times of the year are less fertile 
than at others. We know that is a fact with the majority of 
other mammals. The * safe period of Knaus ~ does exist, but 
no reliance can be put on it unless the woman has had coitus 
previously and did not conceive: even then it is possible that 
all the various adjuvants to conception taking place may not 
have been present—that is, love-making, desire of the two parties, 
etc. Often when sexual intercourse is denied, as in the case 
cited by Dr. R. Palmer (January 25, p. 137), it is found that 
when renewed after a period of continence the safe period which 
may have existed before in the woman is in abeyance, partly 
because of the repression and the intense desire of the two 
parties for cohabitation, and possibly because of the greater 
sperm strength and motility. 


Medical Service in China 


Dr. Anprew Morcanp, chairman of the Medical Subcommittee, 


Friends Ambulance Unit, writes from 135, Harley Street, London, 
W.1: It is hoped to send a fully equipped ambulance convoy 
of some fifty or sixty members of the Friends Ambulance Unit 
to Central China as soon as possible, and the Foreign Office has 
approved of the expedition. A number of doctors will be re 
quired, and it is hoped that the convoy will comprise a mobile 
team. Qualified men of British nationality who would like to 
join the convoy should apply to me. 


A Repeating Syringe 


Major E. M. Ropertson Frazer writes: Recent experiences have 


led me to experiment with a syringe which would be capable of 
carrying its own “ magazine ~ of solution, and, by ** pre-setting 
the dose, could be used in the dark or for dealing with numbers 
of cases all requiring the same dose. Such applications would 
be found in the injection of morphine or in inoculations. Messrs. 
Abbott's Laboratories (England), Ltd., have now placed such an 
instrument on the market. 


| D 


A is a glass reservoir enclased in a quickiy detachable metal cover 
fitted with a ** window ~ and holding 50 c.cm. 

B is a 2-c.cm. glass syringe enclosed in a metal barrel (with slit 
window). 

C is a quickly detachable metal needle protector. 

D is an adjustable stop io limit the travel of the plunger and thus 
regulate the capacity of the barrel. 


The whole can be carried in the pocket and cannot be spilled. 
The dose may be * pre-set ~ from 0.1 c.cm. to 2 ¢.cm. asin the 
regulation Army syringe, but the presence of air can be detected 
in the window. The mechanism is simple, and the two ball- 
valves cannot get out of adjustment. The needle cap can be 
kept filled with a quantity of carbolized vaseline, -the needle 
stylet being left #2 situ, In action, one withdrawal of the plunger 
fills the syringe, one * push” completes the injection, and the 
syringe is recharged with the next withdrawal, and so on, until 
the reservoir is empty. Injections are made as easily as with the 
standard type of syringe, and the time saved when dealing with 
large numbers is considerable. The whole instrument may be 
sterilized by washing out with alcohol or by boiling, while the 
needle may be changed between injections or sterilized by flame. 
It is suggested that such an instrument might also be of use to 
school and public health clinicians, or for intravenous anaesthesia, 


4 
| 
| 


